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MALLEABLE AND DIRIGABLE DILATORS FOR CICATRI- 
CIAL ESOPHAGEAL STRICTURE. 


BY JOSEPH RILUS EASTMAN, A.M., M. D., INDIANAPOLIS, IND. 
Professor of Surgery in the Central College of Physicians and Surgeons. 


While it is not within the intent of the present paper to dis- 
cuss either the etiology or the pathology of esophageal stenosis, 
the following salient facts relating to these phases of the subject 
are presented in the briefest form for the reason that they pre- 
mise a certain more or less original thesis pertaining to treatment 
which the writer wishes to submit. Let it be understood at the 
outset that stenoses due to external causes are excluded from 
this consideration, and that these remarks should not be held to 
apply to strictures due to the presence of carcinoma or benign 
neoplasms, syphilis, tuberculosis or esophagismus. 

‘As is well known, the most common and most extensive 
strictures are those occasioned by cicatricial contraction following 
the destructive action of escharotics and the trauma produced by 
the impaction of foreign bodies. 

Tilmanns states that after deep destruction by caustics the 
esophagus is transformed into very thick cicatricial tissue. 
Ziemssen likewise invariably found the dilated wall of the esoph- 
agus, above the cicatricial structure, much thickened. 

Cicatricial strictures are dense and unyielding. They tend 
to contract progressively without deep ulceration. The ‘“esopha- 
gitis corrosiva”’ immediately following the swallowing of an es- 
charotic may slightly weaken the gullet-wall, but with the de- 
velopment of scar tissue at the site of stenosis, and in the wall of 
the dilated segment above, the muscularis of the esophagus be- 
comes tougher than in the normal state. 

Richardson states unqualifiedly that the muscular coats are 
hypertrophied in stricture of the esophagus. It will be seen, 
therefore, that in nearly all cases stricture in no wise weakens 
the wall of the esophagus, but upon the contrary thickens and 
strengthens this tube, and instead of increasing the danger of per- 
foration incident to the passage of bougies, minimizes the same. 
The danger of thrusting a flexible sound thru the hypertrophied 
coats of the gullet is light, and in no cases should the more radi- 
eal means of relief such as gastrostomy be considered until faith- 
ful attempts have been made at dilation from above, and this, 
in the writer’s belief, implies the use of a moderate degree of 
force. 

The presence of 4 diverticulum presupposes some pathologic 
change in the wall of the esophagus, (usually a hernial protru- 
sion of the mucosa thru the separated fibres of the inferior con- 
strictor muscle). A bougie might with little force be thrust thru 
an area thus weakened, but fortunately diverticula rarely ap- 
pear as the result of stricture for the reason above noted that in 
the latter condition the muscular coats are hypertrophied. 

This hypertrophy appears early. It is especially markt in 
the circular fibres, is greatest close to the stricture, and extends 
for some distance above it. From an analysis of one hundred 
autopsies after esophageal stricture, Van Hacker found only 
seven diverticula, and most of these were the result of peri-esoph- 
ageal phlegmon produced by the same traumatic agent that 
caused the stricture. 

The use of even slight force is certainly to be regarded as 
hazardous, if the patient be an alcoholic, if there be present ab- 
scess resulting from impaction of a foreign body or other cause, 
or if there exist the ante-mortem esophago-malacia described by 
Von Ziemssen and Zenker, diagnosis of which is in the begin- 
ning almost impossible. These contra-indicating conditions it will 
be obvious rarely complicate cicatricial stricture. 

To those who have made gastrostomy for esophageal stric- 
ture the importance of persistence and patience in attempts at di- 
rect dilation will be apparent at once. Since we resort to gas- 
trostomy, expecting to use the gastric fistula as a route to reach 
the stricture for the practice of retrograde dilation, it will be 
seen that the methods of Ssabanajew, Hahn, Frank, Witzel and 
DePage, with their great advantage of providing a valve are not 
applicable. After the simple gastrostomy which we must make 
in these cases, leakage from the stomach is likely to be uncon- 
trollable. Usually the descent of the diaphragm forces food 
from the stomach as fast as it is poured in at the gastrostomy 


wound. 


Rectal alimentation and the use of a hernia pad as suggest- 
ed by Taylor, may give some aid in sustaining the starving pa- 
tient, but it cannot be denied that a large percentage of cases 
thus operated go down to starvation and death in spite of the 
most zealous efforts at maintaining nutrition. 

In most cases a gradual narrowing of the dilated segment 
above the stricture guides the entering bougie directly into and 
thru the contracted lumen. It not infrequently happens, how- 
ever, that cicatricial contraction so changes the relations that 
the lumen is not in the center of the hypretrophied mass. Often 
the passage is not only narrow, but devious. 

The extent of strictures in the transverse and long diameter 
is very variable. Many include the entire periphery of the or- 
gan, but others take in only a part of it. In such strictures as 
obstruct the lumen of the gullet with a large irregular mass, 
presenting great dilation or saculation above the stenosis or 
those in which the lumen is displaced from the center of the or- 
= the passage of instruments except by chance is often impos- 
sible. 

It is in the dilation of strictures of this character that a mal- 


Fig. 1. Soft, malleable, esophageal bougie containing withdrawable lead core. 


leable or dirigable bougie offers a distinct advantage. The position 
in the gullet of a hard rubber, olivary-bulb dilator attacht to a 
springy whalebone shank cannot be controlled by the operator. 
As will be clear when the shape and relations of the esoph- 
agus are recalled, a bulb upon the end of a springy handle must 
pass along the posterior wall of the gullet in the upper segment 
and then cross to the anterior surface as the lower extremity is 
approacht. Kocher’s spiral wire and metal-tip bougie and the 
English web and gum dilators are open to the same objection. 
The surgeon occasionally encounters stricture of the esopha- 
gus from a fold of the mucous membrane. There is such a 
specimen in the museum of the Colleges of Surgeons, London. 
Rokitansky, (Path. Anat., Vol. 2, p. 8), reported cases in 
which the mucosa had been destroyed by the energetic action of 
an escharotic and replaced by fibrous tissue, giving rise to pecu- 
liar valvular strictures of the esophagus somewhat analagous to 
those of the bowel consequent on dysentery. It is unnecessary 
to multiply instances of these peculiar forms of contraction to 
show that in certain cases, at any rate, a malleable bougie to 
which one may give any desirable curve and the direction of 
whose tip may be controlled, will serve a useful purpose. These 
bougies are of soft silk webb, and contain a soft lead core. ‘If 
a fold of mucosa or a transverse band of scar tissue upon the 
posterior surface of the canal obstruct the passage of the instru- 
ment the tip may be curved so that it must pass along the an- 
terior surface and vice versa. The core is so soft as to practi- 
cally eliminate the danger of trauma to the esophageal mucosa 
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or perforation. The malleable core is withdrawable, and may 
easily be removed when the tip of the instrument has passt the 
stricture. The lead core makes it possible to readily determine 
the position of the sound, while in the esophagus by the use of 
the X-ray. 


Fig. 2. Illustrates advantage of malleable bougie ina case in which cica- 
tricial cotraction has displaced lumen toward anterior wall. F 


In three cases a large sound of this type was readily passt 
thru strictured lumina which did not permit the entrance of very 
small ordinary bougies in skillful hands. 

The writer has also fashioned a dirigible sound, the distal 


Fig. 3. Bougie with flexible shank and dirigable tip. 
end and tip of which may be moved at will, while the instru- 


ment lies in the esophagus by the manipulation of an adjustment 
screw at the proximal extremity. This sound utilizes the me- 


chanical principle of the Elliot uterine elevator. These special . 


sounds are suggested not to displace, but to supplement, the old- 
er instruments. 

Bulbous sounds for the esophagus are open to such objec- 
tions as apply to bulbous sounds generally. Like the urethral 
“bougie-a-boule,” they are useful in locating strictures, but are 
of little value as dilators. It is almost impossible to cause a 
bulb to lie within the grasp of a small stricture. It may be 
brought without difficulty to the proximal margin and may be 
pusht to the distal side, but is only with great difficulty held in 
the contracted segment. It is not easy to secure with them the 
absorption produced by continued gentle pressure. 

Not all of the varieties of esophageal strictures will yield to 
treatment by dilatation, yet it is doubtful whether the sound is 
not useful at some time in the course of every case, malignant 
or benign. Gradual dilation is indeed almost our only recourse 
in these cases. 

Esophagectomy is rarely performed, and esophagotomy, 
esophagostomy and gastrostomy are operations which have for 
their chief aim the opening of an avenue permitting dilation eith- 
er retrograde or direct. : 

Very little can be said in favor of the use of electtolysis in 
esophageal stricture. It is of doubtful efficiency and its stimu- 
lation of the pneumogastrics has been productive of alarming 
symptoms. 

Boeckel and Lacaille combined electrolysis with mechanical 
dilation and claim good results for their method. 


Fig. 4. Esophagoscope. % inches by 11 inches; tube attacht to Caspar 
electroscope. 


A careful examination of the gullet by the less heroic 
means should prece*e the sounding in any suspected case. In- 
spection is of some lue. The pharynx may be examined with 
the mirror and the esophagus may be inspected with the esoph- 
agoscope of Einhorn or the gastroscope of Trouve, Miculicz or 
Leiter. 

Auscultation of the esophagus was recommended by Ham-. 
burger. It will, in many cases, aid in locating the stricture, the 
sound of the trickling of fluid thru the stricture being easily rec- 
ognizable. 

_ If a stethescope be placed alongside the trachea on the left 
side anywhere from the hyoid bone to the supraclavicular fossa, 
the abnormal gurgling sound occasioned by the passage of fluids 
or semi-solids may be heard in nearly all cases. In tight stric- 
tures this clucking or trickling sound may be heard at a distance 
of several feet. Percussion is of value if there is present above 
the stricture a dilated sac or diverticulum. When such a sac 
is filled with food percussion will elicit a duller note than is 
normal in the neck. 

Palpation is best accomplisht by compressing between the 
fingers the soft parts that lie between the trachea and the spinal 
column or thru the buccal cavity by introducing the finger into 
the lower part of the pharynx or the upper part of the esophagus. 
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The most valuable method of examination is, however, that 
which embraces the use of the stomach tube or olivary bougie. 

The location of the stricture may be approximately deter- 
mined by measuring the distance of the tip of the bougie from the 
teeth. When the olive reaches the upper end of the stricture, a 
mark is made upon the bougie in front of the teeth. After the 
olive has passt thru the stricture it is drawn back to the lower 
end of the constriction and another mark is made at the teeth. 
The distance between the two marks gives the length of the 
stricture plus the length of the olive. 

We are generally advised to incline the head of the patient 
backward before introducing a sound. The writer has found it 
distinctly advantageous to enter the gullet with the head tilted 
forward. The tissues of the neck are more relaxt in the lat- 
ter position. 

It is well to permit the patient to swallow one or two drams 


of one-half per cent cocaine solution before each sounding. The 


vascular depletion produced by cocaine as well as the local an- 
esthesia is of considerable value. 

Rosenheim of Berlin and others have succeeded with the aid 
of the esophagoscope in dilating strictures otherwise entirely im- 
passible. With this instrument the approximate end of the 
stricture may be directly inspected and small sounds introduced 
into the narrowed lumen under the guidance of the eye. 


EIGHT COINCIDENT CASES OF ECTOPIC PREGNANCY.* 


BY HORACE G. WETHERILL, M. D., DENVER, COLO. 
Professor of Gynecology, Denver and Gross College of Medicine, Denver, Colo. 


During a period of a little more than eight months of the 
past year, I saw and operated upon eight cases of ectopic preg- 
nancy. None of them were from the service of any hospital or 
dispensary, all being private patients, seen with and operated 
for fellow practitioners, which makes their concurrence the more 
curious and remarkable, as the malady is generally regarded as 
rather rare, and its diagnosis and operative treatment an event 
of note in the experience of most surgeons. With one exception, 
all recovered, tho the convalescence of two advanced cases was 
slow, and in one it was markt by many critical periods. For 
the purposes of this paper, it will not be necessary to state the 
eases in detail, but the interesting points of each may be cited. 

The series embraces periods of pregnancy from three weeks 
to six and one-half months, and presents all types of tubal abor- 
tion and rupture, including one case of that very rare form, in- 
traligamentous rupture, which, owing to its advancement and the 
large size of the gestation-sac and the clear and easy manner in 
which the tissues and their relations could be made out, was 
unquestionably properly identified. Intraligamentous rupture of 
a tubal pregnancy is conceded to be a very rare occurrence, and 
some gynecologists of wide experience declare they have never 


seen such a case, or that but one or two such cases have been 


seen by them among relatively large numbers of operations for 
ectopic gestation. The small number of such cases recorded 
must be further diminisht by the deduction of such as may not 
properly belong in this class, for it is certain some of them 
have been erroneously so placed, encysted tubal abortions and 
rupture beneath adhesions being mistaken for the intraligamen- 
tous variety. 

The characteristics of an intraligamentous pregnancy, its ap- 
pearance and relations when exposed by abdominal section, must 
be exactly those of an intraligamentous cyst, with the oviduct 
lying over its dome, the round ligament just -.. front, the uterus 
pusht over to the opposite side and the leafle © of the broad liga- 
ment widely separated by the underlying mass. 

My case presented all of these features, and was verified 
by the findings of a previous posterior colpotomy which opened 
easily into the gestation-sac close to that side of the uterus, and 
did not enter the peritonial cavity nor allow the blood and clots 
to escape into it as was proved by the abdominal section; when 
the leaflets of the broad ligament were found to be widely apart 
at the base and the whole pelvis free from the least trace of 
blood or clots, tho quantities of both had been evacuated thru the 
vagina. The condition of this patient previous to operation was 
so desperate that a most unfavorable prognosis was necessary 
and in consequence, every possible precaution was observed to 
expedite the procedure and diminish shock. All the preparatory 
scrubbing was done before she came to the operating room, and 
the incision was made at once after she was on the table, the 
use of hot normal salt solution by hypodermocylsis being started 


*Read at the meeting of the Colorado State Medical Society at Pueblo, 
June 26th, 1902. 


at the same time, at the suggestion of Dr. William P. Munn, 
and under the special direction of Dr. A. K. Worthington, who 
gave his sole attention to this and the hypodermic stimulation. 
The tube, ovary and sac (folds of the broad ligament) were clampt 
and rapidly excised. The clamps were then removed, all bleed- 
ing points controlled, and a large pack of washt-out iodoform 
gauze was placed deeply in the pelvis to be drawn down into 
the vagina thru the posterior colpotomy incision, thus providing 
drainage from the most dependent point, and making the clos- 
ure of the abdominal incision possible. The abdominal cavity 
was filled with hot salt solution, and the patient placed in a warm 
bed with her feet well elevated. She was at this time nearly 
pulseless, cold and clammy, and breathing irregularly and super- 
ficially. As a last resort the median basilic vein at the left el- 
bow was opened and fourteen ounces of very hot salt solution 
was injected, with the happy effect of restoring her pulse, color 
and respiration, and tho her recovery was extremely tedious and 
characterized by many crises, she had the good fortune to regain 
her previous excellent health. 


Fig. 1. 


1. Vermifom appendix. 

2. Anterior wall of gestation sac, interior view. Seeegies protruding 
from uterine end of oviduct, and eye from oviduct at point of rupture. Mass 
consists of anterior fold of right broad ligament surmounted by the oviduct and 
traverst by the round ligament, the face being covered with smooth, normal 
peritoneum. 

3. Fetus. Length when straight 533 inches. 


Many points in this case were most interesting, but two of 
them were so pronounced as to deserve special mention, as they 
should be remembered in connection with the differential diagno- 
sis of these intraabdominal diseases. Both of the features were 
noted in some of the other cases in this series, and I have fre- 
quently observed them before, tho prominence is not given them 
in the books treating of the subject. The first of these was the 
epigastric pain complained of by the patient, tho the source of the 
pain was deep in the pelvis. In cases of appendicitis, I have 
frequently noted that the first pain, and sometimes the only 
pain complained of by the patient, is at the epigastrium, tho, 
as in this case, the point of tenderness to pressure is over the 
seat of the disease, i. e., over the appendix, or tube, or in the 
vaginal vault. This is another evidence of the untrustworthiness 
of pain alone as a guide to the location of disease, and a cor- 
roboration of the value of localized tenderness on pressure. 
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The second point of diagnostic significance was the constant 
complaint of rectal tenesmus, and desire to go to stool without 
being able to expel anything from the rectum, a symptom caused 
by the pressure of the mass of blood and clots about the rectum 
in Douglas’s pouch. This symptom was noted in most of the 
other cases of this group; indeed, I believe in all of these ad- 
vanced cases where considerable blood had accumulated. This 
is a very significant sign, and one easily corroborated by vaginal 
and rectal examinations with the finger. These symptoms taken 
in conjunction with the irregular menstrual history, faintness, 
pallor, colicky pain, low temperature, (often subnormal at first). 
and the early signs of pregnancy make a characteristic clinical 
picture that should never be mistaken. 

In two cases of this series the diagnosis was made by the 
attending physician before I was called, tho in each instance it 
was the first case of ectopic gestation he had ever seen, which is 
a remarkable tribute to the progress of medical science when we 


recognized by the most expert gynecologists, and a report of eight 
cases operated by one individual in eight months with seven re- 
coveries is a still greater triumph for modern methods of diag- 
nosis and treatment. 

The fetus, placenta, vermiform appendix and portions of the 
gestation sac from this patient are shown in the accompanying 
photograph. The fetus was at about the fourth month of ges- 
tation, and was about five inches in length, as may be seen by 
the tape. 

Another advanced case was operated upon November 11th, 
the pregnancy dating from the menstrual period of the previous 
May. The patient had felt life distinctly for nearly two months, 
-she insists, and she is doubtless correct, as life is apt to be felt 
earlier and more vigorously when the fetus is outside the uterus. 
She was treated much as the first case had been, and ultimately 
made a perfect recovery. It is a remarkable coincidence that 
these two patients should have had advanced ectopic pregnan- 
cies at the same time, one from the May and the other from 
the June menstruation, thé first being operated in November and 
the second in October; that they should live in adjoining houses 
and quite by accident occupy adjoining rooms at the same hos- 
pital at the same time, and happily both make good recoveries 
in the face of most unfavorable conditions. 

The photograph shows the fetus (ten inches in length) pla- 
centa and portions of the gestation sac. The placenta was five 
inches in diameter, and was attacht to the posterior face of the 
uterus, and the left broad ligament. The head of the fetus lay 
at the very bottom of Douglass’ pouch, and crowded the uterus 
forward out of the pelvis: <A large aspirating needle, which had 
been thrust thru the vaginal vault for diagnostic purposes, pro- 
duced some queer cheesy-looking material that proved very con- 
fusing till it was found that this was brain substance, the needle 
having perforated the head of the fetus. 

The third advanced case died immediately on being returned 
to bed, after operation, the hemorrhage evidently being freshly 
started by the manipulation incident to the vaginal examination 
and incision, and before she could be turned on the table and the 
abdomen opened and the bleeding point graspt, she was so ex- 
sanguinated that she did not rally. This experience has been 
and shall be my last in the operative treatment of ectopic gesta- 
tion by the vaginal route, for had I operated on this patient with 
the same detail and method followed in the others cited, i. e., by 
the abdominal route, and with free use of normal salt solution, 
the result might have been different. 

The remaining five cases were in the earlier weeks of preg- 
nancy, one being a tubal abortion, one rupture of tube near the 
cornua with the expulsion of the unruptured amniotic sac con- 
taining a fetus less than half an inch in length. All made prompt 
and perfect recoveries. 

In three of the cases the gestation being in the right tube, 
the vermiform appendix was adherent to or involved in the in- 
flammatory mass and was removed along with the oviduct. 

The impressive features of this series of concurrent cases are 
mainly those of differential diagnosis and details of operative 
treatment. The diagnostic points have been referred to in suf- 
ficient detail, and their importance will doubtless be conceded, 
for, after all, it is about the diagnosis of this condition that the 
greatest interest centers. 

I. For reasons that seem quite sufficient, but chiefly because 
of the impossibility of controlling hemorrhage as in my fatal case, 
and dealing satisfactorily with adhesions and complications, as 
in the adherent appendix cases, I operate on all cases of ectopic 
pregnancy by the abdominal route. 

i. Irrigation of the abdominal cavity for the purpose of 


recall that less than a generation since the condition was seldom |- 


washing out clots and blood is unnecessary and undesirable; wip- 
ing and sponging is better. 


Fig. 2. 


Fetus, 10% inches long when extended. 

Placenta and cord, placenta 5 inches in diameter. 

tube and portion of sac. 

III. Hot salt solution, intravenously, by hypodermoclysis 
and in the abdominal cavity for stimulation, and to fill the de- 
pleted vessels is invaluable and will do more to turn the scale in 
favor of a bloodless patient than any other single remedy. 

IV. I should prefer not to operate upon a patient in shock, 
i. e. with sub-normal temperature, leaky skin, pale face, sighing 
respiration and bad pulse; but wait—raise the foot of the bed— 
give morphine and atropine, and perhaps strychnine and adrena- 
lin chloride to promote quiet and stimulate gently and give water 
by mouth, rectum, hypodermoclysis or intravenously in small 
amounts. 

V. One should operate only when’reaction has taken place; 
and then have all ready for rapid work and maintenance of body 
heat, stimulation and salt infusion, etc. 

VI. In such cases it should be the rule to never drain for 
the sake of drainage simply. If there be uncontrollable oozing 
or damaged intestine which needs protecting, or an infected area 
that may need a vent, one may pack with gauze and lead out 
thru the vaginal vault, if practicable. 

VII. It is best to use no salts or other purges for a week 
after operation. Salts deplete and excite peristalsis—two things 
it is very desirable not to do. Small and frequent enemas may 
be used to procure rectal evacuations. 


3 


SUCCESSFUL OPERATION FOR TYPHOID PERFORATION. 

In Pennsylvania Medical Journal, June, 1902, Dr. W. L. Rod- 
man, Professor of Surgery in the Phildelphia Medico--Chirurgical 
College, reports a successful abdominal section for perforation of 
the bowel in typhoid fever. 


2 
: 
| 

de 

Be 

£ 

iH 

Hi 
it 
if} 

Hil 
} 

ES 
iit 
if 
HEY 

if 


AMERICAN J OURNAL OF SURGERY AND GYNECOLOGY. 23 


OSTEOSARCOMA—ITS RECOGNITION AND TREATMENT.* 


BY THOMAS W. HUNTINTON, M. D., SAN FRANCISCO, CAL. 
Professor of Clinical Surgery in the University of California. 


While sarcoma, as a distinct pathological lesion, has been 
known for more than half a century (Virchow used the word in 
1874 and distinguisht between it and carcinoma) some phases are 
still imperfectly understood. I wish to direct attention to cer- 
tain manifestations when bone is the site of the disease. 

Osteosarcoma may arise in the medullary cavity (central) or 
beneath the periosteum (subperiosteal)—the latter being of more 
rapid growth and of greater degree of malignancy. Osteosar- 
coma of central origin gives a tumor of regular conformation, 
the tumor-mass increasing uniformly from the periphery; that 
of subperiosteal origin may be of irregular shape, greatly dis- 
torting the part affected—especially in the femur and humerus. 

The bones most often affected are the inferior maxilla, tibia, 
femur, radius and ulna; but any bone may become affected if 
subjected to trauma—now generally conceded to be a principal 
cause; a trauma not severe but almost always remembered when 
sought for. just as in tuberculosis of bones and joints. With 
serious lesions such as fractures, violent crushes, dislocations, 
and the like, tuberculous invasion is rarely a sequel, whereas 
it is frequently observed after a slight contusion, sprain, or 
bruise. It is true that sarcoma does occasionally appear pri- 
marily at or near the seat of fracture, but this only where there 
is delayed union after the lapse of considerable time, and’ when 
tissues have in the main resumed their normal character. Fur- 
thermore, it is altogether probable that oft-repeated insult to a 
part, amounting to persistent irritation, is a more potent causa- 
tive agent than has generally been conceded. The time that may 
elapse between receipt of injury and first manifestation of the 
disease may vary from a few weeks to twelve or fifteen months, 
and the degree of malignancy manifest in a given growth, seems 
to bear a direct relationship to the interval between the injury 
and its sequel. Thus an osteo-sarcoma appearing directly upon 
the heels of a trauma would suggest a much higher degree of 
malignancy than a similar development at the end of twelve or 
fifteen months. 

Metastatic recurrence, occurring at a brief or extended inter- 
val following operative interference, is by no means uncommon. 
The reappearance of disease may occur in any tissue or organ, 
and the degree of malignancy in the recurrence may be greatly 
exalted, as compared with the original growth; thus a sarcoma 
in the fascia lata, in which spindle cells predominate, may be fol- 
lowed by metastatic growth in the liver of the round-celled type 
or in which round cells predominate. 

The extensive dissemination of sarcomatous elements has 
long been recognized. Microscopic appearances of adjacent tis- 
sues are valueless as furnishing a guide to the limitations of the 
process, and it is needless to condemn any operative measure 
that contemplates removal of less than the entire bone implicated. 
It is probable that hip-joint amputation will be done more often 
in future for sarcoma of the femur than for all other causes 
combined. Encapsulation, which, for a time, was regarded as a 
safeguard against dissemination, has been shown to have no in- 
fluence whatever. The fibrous elements of the envelope invite 
lodgement, and seem to promote transmission of the peculiar cell 
growth that accompanies the malignant process. 

Wyeth has recently called attention to the frequency of re- 
currence of sarcoma after operation. In an article in “Annals 
of Surgery,’’ September, 1901, he states that he has come to re- 
gard sarcoma as the most malignant form of neoplasm. He in- 
sists that late recurrence is by no means unusual. He is deeply 
impresst by this tendency, and frankly admits that he has had 
only two cases in his own work totally cured; and of 83 Wyeth 
amputations for sarcoma 51 ended fatally by recurrence. 

My own experience is in full accord with that of Professor 
Wyeth; adding to my own twenty-four operated cases, nine cases 
which have come under my observation, and with the results of 
which I am familiar, I am able to present a summary of thirty- 
three operated cases of sarcoma. Of these one recent case may 
be omitted as having no bearing upon the point at issue. Of 
the remaining thirty-two cases, one was alive seven years after 
amputation of the thigh for central sarcoma of tibia. One is 
alive and well eight years after amputation of a finger for osteo- 
sarcoma of a distal phalanx. One was alive, but with a sug- 
gestion of pulmonary recurrence, nearly three years after ampu- 
tation of the breast for adeno-sarcoma; then was lost sight of. 
One is alive and well after partial amputation of foot for sar- 


*Abstract of paper read before the San Francisco County Medical Society. 


coma nine years ago, and secondary amputation of the thigh for 
recurrence in the leg seven years ago. One is alive without re- 
currence sixteen months after resection of bowel for sarcoma vf 
mesentery and bowel. Two are living with recurrence. The 
remaining twenty-five are dead, with a history of recurrence. 
Five died from local, three from local and remote, and seven- 
teen from remote recurrence. 

I have been impresst forcibly by one thing: The late period 
at which the disease is recognized. Early bone lesions are over- 
lookt by patients—and their importance disregarded by many phy- 
sicians. A clearer understanding of the subject of osteo-sarcoma 
by the family doctor might lead to earlier radical measures with 
better mortality-rate. Every case in which there is a persistent 
localized tenderness of a bone, following a few weeks or months 
after an injury, either with or without change of contour, should 
be suspected as either beginning bone tuberculosis or sarcoma 
and carefully inspected from time to time; and in case of doubt 
referred to an experienced surgeon. 

Cases which cannot be subjected to operation may be treated 
by Coley’s serum of mixt toxines of streptococcus and bacillus 
prodigiosus. After ten years’ experimentation he has lately made 
a report of his results: failures and successes. 

The account of his investigation is most interesting, and “he 
improvement in the condition of many cases cited is more than 
significant. As a means of prolonging life there can no longer 
be a question raised as to its efficacy thru its inhibitory action 
upon the growth; and in the spindle-cell variety it has effected 
a cure in nearly 50 per cent of cases. With regard to its ad- 
ministration it is fairly well establisht that, if no improvement 
is manifest after three or four weeks’ trial, it may be abandoned 
as useless. On the other hand, if beneficial effects are noted it 
may be persisted in for an indefinite period without risk to the 
patient. While its highest value is manifest in spindle-cell sar- 
coma, its trial is recommended in lympho-sarcoma; and while 
Coley has failed to note any improvement in the melanotic vari- 
ety, Fowler of Brooklyn has reported one such case involving 
the tonsil and fauces as cured under the mixt toxin treatment. 
Coley recommends its use only in inoperable cases, but other 
authorities are now urging it as a post-operative measure, to be 
repeated at intervals for several years or during the survival of 
the patient. I have employed the toxins in two cases systemat- 
ically. One was sarcoma recurrent in the liver (after primary 
involvement of the thigh muscles). After three weeks there was 
no improvement, and the disease proved rapidly fatal in another 
month. In the second recent case it has been used as a post-op- 
erative measure; but already there is a strong suspicion of pul- 
monary recurrence and the patient declines its further use. 
Wyeth, while expressing his belief in the value of the so-called 
Coley serum, insists that infection of the operative wound with 
ordinary streptococci possesses equal merit. He does not hesi- 
tate deliberately to pack wounds, made for the purpose of extir- 
pating sarcomatous tumors, with infected gauze. His reports of 
several cases, in which he carried out this step, fully justify the 
procedure. 


INDICATIONS FOR AND TECHNIC OF OPERATION FOR 
NEPHROPTOSIS.* 


BY AUGUSTIN H. GOELET, M. D., NEW YORK CITY. 
Professor of Gynecology in the New York School of Clinical Medicine. 


The importance of nephroptosis as a factor in producing renal 
disease and also disease of the female pelvic organs cannot be 
too strongly emphasized. This fact is not generally appreciated, 
or the utility of nephropexy would be more universally recog- 
nized. 

Nephropexy may be regarded as a fad of the surgeon by 
those who have not investigated the subject carefully, but it is 
certain that the surgeon is the better judge of the necessity for 
operation because he sees these kidneys exposed on the operating 
table, and can observe the structural change that results in con- 
sequence of prolonged congestion or of obstruction of the ureter 
due to prolapse. 

In a contribution to the Gynecological Section of the Ameri- 
can Medical Association, I have shown how nephroptosis causes 
disease of the female pelvic organs by compressing the ovarian 
vein and interfering with the return circulation from the pelvis. 
In this alone is to be found justification for considering this a 
grave condition, entitled to be placed beyond the pale of palliative 
treatment. 


*Abstract of a paper read at the first annual meeting of the American 
Urological Association, at Saratoga, N. Y., June 18th, 1902, 
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Such diseases of the kidney as would result from prolonged 
congestion of the organ or obstruction of the ureter, are to be 
found in prolapse of the third or fourth degree. Hence in ne- 
phroptosis, when long neglected, the kidney may be affected by 
nephritis, perinephritis, pyelo-nephritis, hydro-nephrosis, pyo-ne- 


phrosis, and atrophy. Extravasations under the fibrous cap-. 


sule and between it and the fatty capsule are also met with in 
eases of long standing. 

Operation is not advised for prolapse of the first or second 
degree, except when the left kidney is found to be in the second 
degree of prolapse at the time of operation on the right kidney; 
then the left kidney should be fixt at the same time to obviate 
the necessity for a second operation later, which would surely 
be required, because prolapse of that degree is inevitably pro- 
gressive. 

For nephroptosis of the third degree or beyond, operation is 
necessary because of liability to disease of the kidney resulting 
at any time and because of its influence upon the female pelvic 
organs. 

It seems to me to be unnecessary and unwise to deprive the 
kidney of its protecting fibrous capsule or to transfix its struc- 
ture with sutures or muscular bands. Firm adhesion of the 
kidney with its fibrous capsule intact can be secured if it is held 
for a sufficient length of time immovably in contact with the ex- 
posed muscles of the back. This can be accomplisht by insert- 
ing the sustaining sutures under the fibrous capsule only in such 
manner that its resisting power is utilized to the best advantage. 

Two sutures of silk-worm gut are employed; one having three 
insertions under the fibrous capsule of a half inch in length each, 
and the other two insertions of the same length. They are 
brought out thru the structures of the back at the upper angle 
of the wound just below the last rib and are tied over a small 
flat pad of gauze to prevent cutting and loosening of the suture 
loop which would permit the kidney to sag and destroy the chance 
of adhesion. These sutures are not removed until just as the pa- 
tient is ready to get out of bed, three weeks after operation. 

I have now operated upon 109 cases by this method, in 27 of 
which both kidneys were fixt at the same time, making a total 
of 136 nephropexies without a death and without any compli- 
eation following. So far as I have been able to ascertain, there 
have been no relapses in any of these cases. 


CLINICAL LECTURE ON HERNIA. 


BY W. B. DE GRAMO, M. D., NEW YORK CITY. 
Professor of Special Surgery in the New York Post-Graduate Medical School 
and Hospital. ; 


The first case shown you is one operated on three weeks ago. 
He is 34 years of age, and has suffered from double oblique in- 
guinal hernia for ten years. There had been a gradual increase 
in the size of the hernias and the right side had become irreduci- 
ble. From this side it was necessary to remove a large mass 
of omentum. The canals were closed by the Bassini method, 
and he was allowed to get out of bed on the tenth day and leave 
the hospital on the fourteenth. 

II. This child has had hernia eighteen months, but has only 
been under care four or five weeks. We are not certain that 
the hernia is perfectly held by means of this truss. I do not 
ordinarily allow my patients to stand very long without their 
truss on, but I take this one off to see if the rupture drops into 
the upper part of the canal. He is seven years of age, and has 
had this hernia a year and a half, so that there is some doubt of 
being able to cure him by means of a truss. His rupture is a 
small one, however, and we will be able to tell within a year. If 
a cure has not then resulted we shall operate. One of his tes- 
ticles draws up towards the canal—a condition that is sometimes 
mistaken for hernia. 

III. This boy has a very thick cord, and probably had con- 
genital hernia; that means, there are two or three things that 
we have to watch for. Congenital hernia takes longer to cure 
than the acquired form, and it will probably take us two years 
to cure this boy. We are also liable to have reducible hydrocele 
form in the scrotum,which resembles the original hernia, and no 
truss will hold it, so that when you find this fluid coming down, 
it will be useless to increase the pressure of the truss in order to 
do so. That is also the case with children who have fluid in 
the cavity of the abdomen from other causes, which comes down 
into the hernial sac and cannot be retained. The pressure of 
this pad is just at the upper edge of the pubic bone, and the mis- 
take that most patients make is in putting the pad farther down 
because they see the bulging over the bone. In that position it 
does not hold the hernia as well, and is far more uncomfortable. 


The centre of the truss-pad should be between the external and 
internal rings in order to get the best results. 

IV. This child, one year old, has worn a truss for five or 
six weeks, and the mother says the hernia still comes down. 
There is one thing which I always have to be on my guard 
against, and that is drawing up of the testicle, which produces 
a swelling similar to hernia; I think in this instance it was what 
the mother saw. Of course it is possible that the hernia has 
been down, as there is a good deal of thickening about the cord; 
and the hernia may have been very hard to hold. I have in- 
creast the pressure somewhat on both sides, and believe that we 
will secure more complete retention. The thickening about the 
cord indicates that the case is one of congenital hernia, and that 
it will, for this reason, require a longer time to cure. 

V. This child is six weeks old, and the inguinal swellings 
have been noticed for four weeks. We may have a hydrocele 
of the cord, which is reducible or not, and we can very easily 
have a cyst of the cord resembling hernia, except that there is no 
bulging higher up over the canal. I do not push up on this 
tumor in trying to reduce it, as it would cause the child pain and 
would materially aid in not reducing the hernia. It is better to 
reduce the hernia by gentle compression of the tumor. I had 
one child whose appendix could be very easily felt in the scrotum 
after the cecum had been reduced, and I felt in this case a hard 
substance, which has now gone back, that may have been the ap- 
pendix. In one other case where the child had great pain in 
wearing a truss, I found in operating the appendix coiled around 
the testicle and grown fast, so that when the child wore the 
truss, the pad presst on the veriform appendix. This child has 
double inguinal hernia. It was in the hospital two weeks since 
with strangulated hernia, which was reduced by Dr. Ward. The 
child is very thin and the bones are very near the surface, so 
that I shall have to be careful in shaping the spring. The spring 
used is made of German silver, and I can bend it in any way that 
I choose. There is no doubt in my mind that on the right side 
it is the cecum which comes down, as the size of the gut protrud- 
ing is too large for the ileum, and it was also probably the ap- 
pendix which I felt. 

VI. This man has complete inguinal hernia on the right side, 
and of the variety which is spoken of as direct. It is circular 
and stands out from the abdomen without any tendency to drop 
into the scrotum. In operating on these direct hernias, always 
remember that you are apt to have the bladder protruding at 
that point, and if not recognized, it may be opened for the sac. 
This man does not need very much pressure, and is now wearing 
too much. This is an example of a class of cases which cannot 
be cured except by an operation, and it may be said of them that 
any hernia that appears to be direct, even in young children, in- 
dicates that the canal is abnormally short, and thru that canal 
the rupture will continue to protrude as long as the patient lives. 
In those cases, we make the canal longer by an operation. 

VII. This is what I always like to show, because it illus- 
trates a stye of truss-fitting which is done all over the country. 
It is a German truss with a large pad worn right down over the 
pubic bone and against the thigh. I hope that none of you will 
make this mistake. Of course, if this man had femoral hernia 
this truss would answer fairly well. This truss is a very good 
one for femoral hernia, because the spring is very light, and 
because the pad reaches well down into the femoral space, but 
is not good for the inguinal variety, as it does not protect the up- 
per part of the canal. This man also has a hernia on the left 
side, as when I press there, I feel something running up under 
my finger. When a femoral hernia comes down, it brings with 
it some fat, which remains there permanently. There is noth- 
ing here in the femoral space, but you can see that there is a 
bulging over the inguinal canal, and on this side he has a small 
inguinal hernia. When you reduce a tumor that you find in the 
scrotum, hold your fingers over the canal so that you can feel 
any motion beneath them. I feel in this case the slipping of a 
hard substance, without the gurgling of gas, which indicates that 
the contents of the hernia is omentum. This man might just 
as well have gone without a truss, because the pressure was ap- 
plied over the femoral instead of over the inguinal canal. He 
has an elongated piece of omentum coming thru the canal, and 
tho I have pusht it back, it is ready to protrude again, and to 
retain it we would have to apply a very strong truss which he 
would have to wear as long as he lives. I should advise him 
to come into the hospital and have his rupture cured by means of 
an operation, but if he refuses, we will have to apply the truss 
in order to retain the omentum. ‘This omentum runs down the 
moment he stands on his feet. ; 

VIII. This boy has on a style of truss made thirty years ago, 
and which was used during the Civil War, and was used for 
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years after as a government truss. He has the truss in a bet- 
ter position than the man just seen, but it shuts off circulation 
and does harm to the cord and testicle. He is sixteen years of 
age, and has had the hernia for eighteen months. The chances of 
curing him by means of a truss are therefore very poor. There 
is some reason in the anatomical construction of his abdomen 
why he has hernia. It is either from faulty distribution of mus- 
cle or from an abnormally short cord. There are a good many 
physicians who believe, and not without justice, that when a 
man is ruptured on one side he is apt to develop hernia on the 
other, and for this reason it is pretty good practice to apply a 
double truss in most cases. This patient thinks that he only has 
one hernia, but I differ with him a little in regard to the other 
side; he is on the point of having another rupture, and if he con- 
tinues wearing a single truss, he will have a protrusion at po 
distant date. 

IX. Now, this man has a tumor extending down into the 
scrotum, which has the appearance of an enlarged testicle, and 
as there is no communication with the cavity of the abdomen 
and no bulging over the canal to show that there is a rupture, 
we probably ‘have, in this case, some trouble with the testicle. 
A few days since I drew off from two to four ounces of dark, 
bloody fluid, and there is a little fluid in there now. He has 
been using iodine and belladonna locally. The history that 
he gives is that he struck his testicle going thru a turn-style, 
and as a result he has developt this hydrocele and hematocele. 
As it is getting smaller, we will let it go. I have no doubt that 
we have in there a large blood-clot, which will eventually disap- 

ear. 
X. This child has had on a truss six weeks. He cries a 
great deal, but the skin is not sore and the hernia is perfectly 
retained, so that the crying does not come from any cause con- 
nected with the hernia. He is probably suffering from some in- 
testinal discomfort caused by teething. 

XI. This child, two years old, has worn a truss seventeen 
months, and the hernia has not been down for four weeks. You 
will do well to notice this prepuce. It has been written that 
phimosis is a cause of hernia; but only when phimosis is so tight 
that it causes the child to strain in urinating can it act as a 
cause of hernia. As this child has a very small foreskin, I sug- 
gest that the mother call on her family physician and see if he 
thinks that the child should be circumcised. 

XII. This mother has had the chance to sample both methods 
of treatment. She has a-girl ten years of age that we operated 
on a few months ago, but I have not advised operation on this 
second child, as our chances of curing it without are ninety-nine 
per cent. The child was only six months old when we applied 
the truss, since which time the hernia has never been down. 

XIII. In this patient I want you to notice that there is a 
swelling here, but that the testicle is distinct from the tumor. If 
it is hernia, it has come down with true peritoneum, and is there- 
fore acquired hernia, and we know that our chances of curing 
this child within a year are very good, because there will be no 
complications. This child is only five weeks old, but is very 
large. These are very favorable cases for cure by truss, ap- 
plied as soon as the rupture is discovered. 

XIV. This boy is eight years of age, and has been ruptured 
five years. He has worn a truss for about three months. The 
rupture does not come down, so we are making some progress 
in the case, and the boy is in good condition. Of course, at eight 
years of age, boys are at a suspicious stage, but this case seems 
to be one of the favored ones, and will probably be cured. The 
time required will be about two years. 

XV. This girl is eight years of age, and has umbilical hernia. 
She has worn this truss for twenty-one months and is still not 
cured. In this case the protrusion takes place thru the center 
of the navel, and has no tendency to close up. She is getting to 
an age when it is uncertain that we will be able to cure her by 
means of a truss, and it is a very satisfactory case for an opera- 
tion. When we do operate, we will take the navel out entirely 
by an elliptic incision. In infants umbilical hernia is very read- 
ily cured, but as children grow older it is more obstinate, while 
in the adult it is never cured by mechanical means, no matter 
how recent the case or how small it may be. 


SYPHILITIC STENOSIS OF THE SMALL INTESTINE. 


This is very rare, most cases of stenosis following ulceration be- 
ing tuberculous. Rosenfeld has recently given the case-histories of 
of three cases. One died, one recovered after operation and the 
other recovered upon mixt treatment. The case-histories show 
the early and late stages of syphilitic stenosis of the small in- 
testine. In these cases tuberculosis was excluded, 


ANATOMICAL ANOMALIES, WITH SPECIAL REFERENCE 
TO SURGERY.* 


BY VALDEMAR PLETH, PH. B., M. D., CHICAGO, ILL. 
Instructor in Anatomy in the Northwestern University Medical Department. 


“Even if strength fails, a good will should be lauded.”—Virgil. 

The subject, before discussion, may appear dry and even 
tedious because, as a general rule, only anatomists are interested 
in anatomical anomalies. Yet it is obvious that it is quite as 
necessary for the active surgeon to be as well verst in abnormal 
as the normal anatomy. Many fatal cases are recorded where 
the opposite results would have followed if the operator in ques- 
tion had been aware of any abnormal condition. Even the late 
Dr. Fenger and other leading scientists have recognized the im- 
mense value of abnormalities and their bearings upon their work, 
and, as a result, frequently make “exploratory operations,” as— 
for example—to ascertain the condition of the fellow kidney 
where one is to be removed. More than one patient’s life has 
been sacrificed because he had originally but one kidney. My 
observations, extending over a period of years, have been gath- 
ered from diverse sources—hospitals, clinics, schools, and espec- 
ially extensive dissections. The result have been a lengthy list 
of anomalies, some of which have been tabulated in this article; 
others were considered too insignficant, and therefore omitted. 
The anomalies are mentioned under the different divisions of ves- 
sels, nerves, muscles, ete. 

Of vessel anomalies the following were observed, viz.: 

ARTERIES. 

The middle meningeal artery (anterior branch) was at the 
point of bifurication divided into four widely anastomosing 
branches; this condition should be thought of when trephining for 
hemorrhage from this artery, or when making the Hartley- 
Krause osteoplastic flap. 

It was also found in a bony canal in several instances. In 
an examination of over one hundred skulls a bony canal was 
found in twelve cases on the right side; twice on the left side, 
and three times on both sides; once this canal was found on the 
sphenoid, the other times on the parietal bone (vide C. Plummer, 
of Northwestern University, in Ann. of Surg., 1896). 

Arteria meningea “tertia’ (author), arises from the arteria 
maxillae interna, passing upward thru the foramen rotundum, 
supplying the dura and extending into the ganglion Gasseri (in 
two cases). 

The facial artery arising normally, followed a course behind 
os. maxill. inf., opposite second molar tooth, and then proceeded 
normally. 

In another instance it arose from the lingual artery; and vice 
versa. 

The right subclavian arose from arch of the aorta, in lieu of 
arteria innominata. 

In another it arose from the aorta, near the origin of left 
common carotid, and, swinging backward, turned toward the 
right, behind the esophagus. (Prof. Dr. Eckley, of Univ. of IIl., 
is in possession of this specimen.) 

The left internal and external carotid arose separately from 
the aorta. 

The left vertebral arose from aorta instead of left subclavian. 

Arteria access. arose from right subclavian and ramified in 
the anterior scaleni muscles. 

The internal mammary doubled in one case; bifurcating 
about an inch from its origin. 

The left ulnar in two cases originated from the brachial at 
its upper third, and continued without branches to its point of 
destination; a somewhat similar phenomenon was observed in 
right radial in one case. 

The epigastric (prof.), terminated in an extensive network 
(delta) in the right abdominal wall in two cases. In such a case 
an abdominal incision might cause a severe hemorrhage. 

The renal artery was double in two cases. 

In another subject the right renal arose from aorta as four 
distinct branches. 

Again the left renal arose from the aorta as three distinct 
branches. 

In one instance the gastric, hepatic and splenic arose separate- 
ly from the aorta or from one another (absence of celiac axis). 

The phrenic arteries sometimes arise from one another (com- 
mon phrenic artery), or from the gastric or hepatic. 

The obturator artery occasionally arises from anterior trunk 
of internal iliac or posterior trunk, or both, or from external iliac 
or epigastric profunda. 4 


*Read before the West Chicago Medical Society. 
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The accessory artery was found springing from third portion 
of the axillary artery running unbroken into base of thumb 
(right side). 

Rr The left uterine was absent in one case; the ovarian took its 
place, 

The left ovarian was absent in one case; the uterine mt 
branches to substitute for the absent artery. 

The arteria accessor arose from the femoral profounda sites 
tra running downward and parallel with the femoral, emptying 
into the same just before it enters adductus magnus muscle. 

In one patient the spermatic sent a branch into left kidney. 


VEINS. 

Of vein anomalies the following were observed, viz.: 

The left internal saphenous doubled in two cases, from the 
ankle up to the saphenous opening; this anomaly is well worth 
remembering, when operating for varicose veins of the leg. 

The left femoral vein formed a small ring for the passage 
of anterior crural nerve; it lookt almost as if the nerve was 
piercing the vein. There was a small amount of connective tis- 
sue between vessel and nerve. 

The vena obturatoria duplex emptied respectively into the 
iliacs: external et internal. 

The vena azygos minor., formed an extensive plexus, and en- 
tered as such into vena azygos major; there were at least half a 
dozen distinct branches. 

The left spermatic emptied into the inferior vena cava, in 
lieu of the left renal. 

NERVES. 


Of nerve anomalies a few were observed, of which the fol- 
lowing may be of interest, viz.: 

The phrenic (dext.) ran downward over the anterior scalenus 
muscle, and over arteria trans. colli 

The phrenic ran thru a short tunnel under the fascia of an- 


terior scalenus. for about two inches, then proceeding downward 


normally. 

The phrenic was double for about two inches over upper 
part of the anterior scalenus, afterwards uniting into one cord. 

The phrenic in one case was found immediately behind the 
clavicle. 

The phrenic arose solely (in one case) from fourth, the cervi- 
cal nerve. (Dr. Greene, of Northwestern University, states this 
anomaly occurs in about four per cent; also vide: Green in Amer- 
ican Journal of Medical Sciences, 1902, and Lushka in Arch. Gen. 
de Med., Paris, 1854: Du Norf. diaphragmatique ches homme, 
etc.) 

The spinal accessory was double for a distance of two inches, 
entering sterno mastoid on its posterior inner aspect, and swing- 
ing around the mastoid portion of the muscle, and proceeding 
then normally. (Fhe spinal accessory arises from the anterior 
division of second and third cervical nerves; vide: Trans. Amer- 
ican Surgical Association, 1880, p. 500.) 

The greater sciatic nerve divided into external and internal 
popliteal branches, just under the pyriform muscle, running par- 
allel downward. 

The great sciatic nerve appeared under the quadratus fem- 
oris, so the nerve was hidden on superficial inspection (vide: 
Gros-Jeau: Lyon Med., 1870; Anomal du nerf sciat, etc.). 

The brachial plexus presented numerous variations of minor 
importance, e. g., communicating branches, extra twigs, etc. 

The cutaneous minor arose from the cutaneous internal in 
lieu of from inner cord. 

The ulnar ran to the inner side of the back of inner condyle 
(displaced), and wound between the two heads of Mus. plex. 
corp. ulnar and into the arm. 


MUSCLES. 

Of muscular anomalies there were but few observed, viz.: 

The sterno-mastoid was present only as a mere cord. In 
another case the muscle was used with the trapezius; in fact, I 
could not distinguish between the two muscles. 

The omo-hyoid was entirely absent in one case. 

The digastric was also entirely absent. 

In one case I found an accessory to the flexor profundus dig- 
itorum; it arose from the inner condyle, and followed the flexor 
digitorum profundus; was inserted into the last phalanx of the 
second digit (the case is described in extenso in Plexus: Official 
Orgah of Univ. of IIl.). 

The plantar was absent in one case. 

The right rectus abdominis entirely absent in one case. Kelly, 
of Johns Hopkins Hospital, has reported one case of the absence 
of all the abdominal muscles, in Journal of Am. Med. Assn. 

The pectoralis minor was entirely absent in one case; the 
space normally occupied by the same was filled with fat; the ax- 


illary was normal in its course and branches en off. 

The stylo-hyoid in cadaver showed absence of perforation 
for passage of the digastric muscle. 

The pronator quadratus was present as a thin cord (Fenwick, 
Cana. M. J., 1854, reports a M. pronat. quadrat duplex.) 

The palmar longus was absent in one case. 

The pyramidalis was absent in one case. 

Of other anomalies outside those of vessels, nerves and mus- 
cles, the following were observed, viz.: 

OTHER ANOMALIES. 

Sutura petro-squamosa was present in a subject about twenty 
years of age. In this subject, however, all the sutures were highly 
developt (according to Symington, this suture does not exist after 
the first year.) 

The infra-orbital foramen existed only as a notch in several 
cases. 

Posterior and middle clinoid processes were elongated and 
joined so as to form a bony bridge (left side). On examination 
it was found that this bridge traverst the brain substance; the 
canal thus formed by basis cranii and the clinoid processes was 
big enough to admit a lead pencil. (I have this specimen in my 
private collection.) 

The ductus thoracicus terminated (in one case) in an exten- 
sive delta (eight distinct branches), which separately entered into 
vena subclavian sinistra. In another case there was a bifurca- 
tion opposite vena subcla. sin.; this smaller accessory branch 
turned toward the right and emptied into V. subclav. dext., near 
the right lymphatic duct, but not joining with the same. An 
operation, e. g., for tubercular glands in the neck of such an indi- 
vidual might have resulted in wounding one or more of the duct 
branches, perhaps fatally. 

a Branchial fistula in two cases, opposite fourth cervical verte- 
ra. 

Thymus present in two subjects, apparently middle-aged. 

Thyroid accessory in one case; it was situated just behind 
manubrium sterni. 

Foramen ovale et spinosum confluent in one case, on the left 
side (faulty development in junctional areas). 

Kidney absolutely absent in one case; no trace of any (corre- 
sponding) ureter; the possessor of this anomaly was otherwise 
joel built and nourisht, and died in eclampsia with the second 
child. 

Ureter (left) double in one case; just before entering the 
bladder, the branches united into one canal. 

Ureter double (left) for upper one-half in its course. 

Gall-bladder rudimentary in one case; about the size of a 
walnut. Gall-bladder situated in the left side, in lieu of in the 
transverse fissure. (This specimen is in the possession of Dr. 
Eckley, University of Illinois.) 

Laryngeal cartilages completely ossified in one subject, per- 
haps thirty years of age. Dr. Burns, of Northwestern University, 
and Dr. W. Eckley, of Illinois University, have each noticed such 
a case. (Dr. Chiewitz, of Copenhagen, has written on the sub- 
ject, in Arch. f. Anat. u. Physiol, 1882: Untersuch ueber die 
Verknocherung d. Mensch’! Kehlnorpel.) 

Pancreatic duct (duct. Wirsungianus) double in two cases. 
The relation of calculus in the ductus communis choledochus to 
fat necrosis (pancreatitis) by stopping the flow of the pancreatic 
fluid has of late been extensively studied (vide: Dr. Kraft in 
Hospitalstidende, Copenhagen, 1902), and it may be of interest 
to know that Shiermer (Dissertation, Basel, 1893), in 66 per cent. 
of cases examined found an anastomosis between duct. Wir- 
sungian, and duct. pancreat. accessor. (s. duct. Santorini.). 

MESENTERIC ANOMALIES. 

In one case the mesentery was found to be in common with 
the small intestines, and right half of colon. Caused by the in- 
ferior arm of the umbilical loop crossing the upper arm behind 
it, in lieu of in front of same. 

Cecum was found (in one case) in a place corresponding to 
flexur. hepat., and in one case cecum was found in a place corre- 
sponding to middle point of colon descendens. (This case I have 
treated in an article in Am. Journal of Surgery, 1901, entitled, 
“Anomalies of the Mesentery as a Causation of Ileus and of Ap- 
pendical Abscess in Left Iliac Fossa.) An interesting article is 
found by F. de Guervain, in Arch. f. Klin. Chir., Bd. 65, p. 256; 
in this article he mentions 2 case where the entire colon was found 
in the right side, and the small intestines in the left side. (The 
opposite would take place, where the umblical loop does form, 
but development of tractus intestinalis suddenly stops:—The 
Author.) 

He describes in the same article a case of partial situs in- 
versus. 

Testes undescended (the left side) in five cases; this condition 
was double in one case. 


26 

| 
a | 

| 
| 
| 

| 
| 
Hi 
— | 
| 
| 
| 

— 

Hi 
Hi 

4 

— 

Hu 

— 
& 

| 

i} 
Hull 

if 
: 
iit 

| 

| 
i 


mus- 


*Read before the Central Oklahoma Medical Association, July 8, 1902. 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 27 


Foramen Winslowii was closed in one case; bursa oment. 
minor otherwise presenting a normal condition. No evidence 
of a hydrops saccatus. 

Cochlea obliterated in one case; the subject was middle-aged 
(according to E. Andrews, of Chicago, such a condition is often 


congenital). 
REMARKS. 

With the above list of anomalies, and the hard work it repre- 
sents, I hope to incite some of you to further study along the 
same lines. It is an unlimited field of usefulness and interest. 
In our modern schools of medicine, anatomy is too slightly treated, 
and too little time devoted to this, the fundamental study of the 
medical sciences. Comparatively more time is spent on physiology, 
chemistry and pathology than on anatomy, which really should 
be the center around which all the other studies should be 
grouped; like the sun is indispensable to its surrounding planets. 
When this study shall have reacht a higher perfection then we 
may expect an increase in better professional men, and the avoid- 
ance of much useless and meddlesome surgery. 


INVERSION OF THE UTERUS, WITH REPORT OF CASE.* 
BY M. A. KELSO, M. D., ENID, OKLA. 


The observation of a case of inversion of the uterus by the 
general practitioner is of such rare occurrence that a resume 
of the general literature on the subject may not be out of place 
at this time. Your minds may be refresht when we recall some of 
the peculiarities connected with this study and were it not that 
the writer is well aware that the general practitioner has never 
become personally interested in the subject and is not proficient 
in the general literature on it, nor the technic of the operation of 
reduction, this article would never have been written. In search- 
ing all the literature at my disposal, I find that the occurrence of 
complete inversion of the uterus is one of great rarity; so much 
so, that should the general practitioner meet with a case and fail 
in his diagnosis at first, there is a probability that the majority of 
physicians would cast the mantle of charity over his mistake. 

The history of inversion may be traced as far back as the 
earliest writings on the subject of medicine. Galen refers to it; 
and from a long line of illustrious names, from Galen down to 
the present time, it receives more or less attention. But no one 
has given an inexhaustable research of the subject, unless we 
give Crosse credit for the most exhaustive dissertation, with 
a collation of four hundred cases; he found fifty occurring inde- 
pendently of pregnancy; a few following abortion; while the 
three hundred and fifty remaining cases, connected with gestation, 
were the sequel of deliveries. 

Hirst gives it an average, (this is speaking of complete in- 
version, which will be the only cases to which I shall refer) of one 
in about 140,000 cases; while some have only found one in 190,- 
000 cases recorded; still another record shows 250,000 cases and 
no inversion; but Parvin, while he gives no other authority, rea- 
soned that many cases are not recorded, and that the rate is one 
to 2,000. It is possible that he may have had experience similar 
to that of Ruysch (Pract. Obs. in Surgery and Midwifery tran. 
1751, p. 33,) when he met with two instances of inverted uterus 
within one week! 

The personal experience of obstetricians of the most extensive 
practice has been limited to from three to five cases. While I 
admit the high standing of Parvin, I believe that according to 
the older, and also the present day writers, the conservative esti- 
mate of one of 100,000 or one to 125,000 would be nearer correct. 
In conversation with physicians (and the inquiry has been general) 
I have failed to find one who has even met with a single case of 
complete inversion, and I am constrained to believe that the ag- 
gregate of my inquiry exceeds 100,000 cases; this I think would 
be the general result should a more extended investigation be 
made. 

The causes of inversion of the uterus are more speculative 
than our knowledge would advise, except when caused by exces- 
sive traction of the cord. This traction is probably more frequent 
than all others combined. Spontaneous inversion is almost en- 
tirely speculative, and the more conjectural the more puzzled are 
we in our conclusions. The relative causes may be inumerated 
as large, flabby, relaxt, over-distended uterus; immediate pressure 
exerted from above or traction from below; the attempt to ex- 
tract the placenta prior to uterine contraction; or excessive strain- 
ing in certain positions; or even from weight of the placenta. 
Taylor says: “Prolonged, natural and energetic action or a flaccid 


condition of the walls favor inversion.” Johnson refers to the 
sudden emptying of the uterus by rapid labor or by forceps, there 
being no time for the uterine walls to contract sufficiently to pre- 
vent the accident. Duncan speaks of passive inversion, due to a 
loss of tone or inertia of the whole uterus. Shortness of the 
cord has also been alleged as a cause. Thomas states: “Inver- 
sion may occur when there is complete relaxation, from a very 
insignificant exciting cause, as coughing, sneezing or change of 
position.” Hirst says: “Two conditions of the uterus are neces- 
sary in order that it may become inverted—increase of the cavity 
and relaxation either general or limited, of the walls.”” Tempor- 
ary paralysis of the placental site has also been suggested as no 
small factor in inversion. General atony of the uterus claims its 
quota in the catagory of cases. Schuhmacher reports a case of 
spontaneous inversion in a primipara occurring twenty minutes 
after birth of child, without previous signs to indicate, says Head, 
in his Year Book on Obstetrics. There was no traction on the 
cord and no pressure on the abdomen. 

Many of the older writers in their treatment of the cases 
used what, to-day, would be regarded as odd, (some would say 
criminal) practice. In an old work publisht 1847 by Rams- 
botham we find the following interesting cases: “In one case I 
was requested to be present at the inspection of the body of a 
woman who had died from flooding soon after delivery; we found 
the uterus completely inverted and lying in the vagina. The at- 
tendant had separated the placenta after the accident and had 
contented himself with hiding the organ from sight, within the 
external parts. The second was some weeks after delivery; the 
uterus was contracted to its small, unimpreganted size,—almost as 
well indeed, as tho it were in situ— but the patient was draining 
to death with a copious fetid discharge. The last patient I saw 
was about twelve hours after the accident had happened, on July 
20, 1839; she had lost a large quantity of blood and was much 
depresst. I made an attempt to revert the uterus without, how- 
ever, much hope of succeeding. She suffered from irregular hem- 
orrhage to a copious extent, with occasional severe pain in the 
lumbar region, so as to reduce her to a state of extreme danger 
and confine her entirely to the house to the middle of October, when 
she was able to go out two or three times; she then had no hem- 
orrhage, but a copious, glarey, leucorrhal discharge, and violent 
bearing down pains. Toward the end of December she was at- 
tackt with flooding to a frightful degree and on its moderation 
she was removed a short distance from London. I did not see 
her again till the summer, when I found her health generally 
rather improved, altho the hemorrhage and leucorrhea had contin- 
ued almost incessantly thru the spring. On June 5, with the as- 
sistance of Mr. Hamilton, of the London Hospital, Mr. Farrance, 
the attending apothecary, I placed a ligature around the base of 
the tumor, then about the size of a small nonpareil apple—intend- 
ing to allow it to remain till the uterus slought away. The appli- 
cation gave but little pain: on the next day, however, there was 
every symptom of violent peritoneal inflammation, ushered ‘in by 
a rigor that came on three or four hours after the operation; there 
had not been the least discharge of blood since the application 
of the ligature. ‘The distress was so great, and the danger ap- 
peared so urgent, that it was thought right to remove the liga- 
ture, which was done twenty-four hours after it was tied. The 
pain and other inflammatory symptoms gradually subsided; in 
a few days she was able to leave her room; she menstruated on 
July 13, and has continued to do so every month since, without 
pain or the expulsion of coagula; the discharge lasts from two to 
three days, and is moderate in quantity; she has no leucorrhea, 
she has gained in flesh. color and appearance; can take a long 
walk, has no bearing down; nor any difficulty in passing water; 
she can move and sit without the least inconvenience; her bowels 
are regular and she says she enjoys now (January, 1841,) better 
health than she has had for some years. Nothing solid has 
passt from the vagina since the operation. It will be for the con- 
sideration of the profession whether this mode of treating such a 
case may be resorted to on other similar occasions, without in- 
curring the risks necessary attendant on allowing the uterus to 
slough away.” 

From the above we can draw our conclusions as to the mode 
of treating the cases sixty years ago. During his day Rams- 
botham was considered high authority and no doubt performed 
his duty with that same spirit of progress that physicians do to- 
day. 

Another case from the appendix of the same work as above, 
will no doubt be of interest to us all: 

“The most horrifying case of mismanagement that ever oc- 
curred, either in medicine or surgery, arose from the adhesion of 
the placenta and is put on record by Dr.Boys, formerly physician- 
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accoucheur to the Westminister general dispensary. He was pres- 
ent at the dissection of the body, together with Mr. Brooks, Drs. 
Hooper, Fothergill and several other gentlemen. They found want- 
ing the uterus, right ovarium and tube, part of the vagina, and 
part of the left Fallopian tube; the greatest:part of the rectum, 
cecum, appendix vermiformis, the ascending portion of the colon, 
the right side of the transverse arch, all the illium and inferior 
jejunum—all together many feet of the small intestines,—with part 
of the mesentery and all of the greater part of the omentum 
majus, which had been torn away from the right side of the large 
curvature of the stomach. The remaining portion of the trans- 
verse arch of the colon, and much of the jejunum, were torn 
from their attachments. The labor occurred on September 18, 
1807, and was complicated with adherent placenta. The attend- 
ant broke the placenta by pulling at the funis. This produced 
hemorrhage and he left the patient. In about fifty hours, no at- 
tempt having been made to relieve her, the nurse found some- 
thing hanging out of the external parts; and being apprised of 
this, the doctor said it must be taken away, and.placed her on 
her left side for that purpose. He made use of considerable ex- 
ertion, and caused great pain. He then ordered a pair of scissors 
to be brought, saying there was false conception, which must be 
removed; while using them, the patient fainted, and died imme- 
diately. The parts removed by this brutal operator were pre- 
served, and proved to be those I have just mentioned. We could 
scarcely suppose that such ignorance and barbarity could exist, 
as exemplified in the conduct of this case. Independently of the 
precise account drawn up by Dr. Boys (a Letter on the Practice 
of Midwifery, occasioned by and including an account of the un- 
fortunate case, by John Boys, M. D., ete., 1808,) we have my 
father’s testimony in corroboration; for he saw the parts in Mr. 
Brooks’s dissecting room. The man was tried at Old Bailey for 
murder and was acquitted.” 

Comment on the above is not necessary at this time. 

The symptoms of inversion are of the most prominent kind 
and it would appear, at first glance, that no one could be mis- 
taken in his diagnosis, but such is not a fact. When first met 
with by the novice he is looking for everything else; in fact he 
has, as a rule, never even read upon the subject and has but a 
vague recollection of his lectures. The appearance of pain, hem- 
orrhage and the presentation of a large pear-shaped tumor at the 
vaginal orifice, and the sudden transformation of a normal posi- 
tion of the uterus to the antipode of normality, brings the attend- 
ant to a realization of his responsibility as an obstetrition. The 
tumor has a peculiar sensation to the touch, that readily differenti- 
ates the uterus from a tumor or the presentation of a second 
head as the attendant might possibly think the object presented. 
The absence of the uterus in the abdomen is one of the most 
prominent objective symptoms. With one hand on the abdomen 
and the other on the presenting uterus there is no possibility of 
mistake in diagnosis. 

May 15, 1902, I was called in consultation with Dr. J. K. Julien, 
of Shaner, Okla. I found Mrs. B., white, aged 25, weight 110, 
blond, primipara, no miscarriage nor abortion, previous health 
good; she was delivered at full term, May 12, after about four 
hours of ordinary labor, no instruments or other aid: a normal 
labor in the fullest acceptance of the term. The placenta had 
been removed without traction, within thirty minutes of the ex- 
pulsion of the fetus. There was no unusual after-pain, no flood- 
ing, no uneasiness. The doctor remained about two hours after 
delivery and then as everything appeared to be normal he retired. 
Early in the morning of the 15th (about one o’clock) the patient 
was resting finely,—no premonitory symptoms—when she awoke 
from a severe pain, with a gush of blood escaping from the 
vagina. The nurse at once sent for the doctor, who upon his ar- 
rival found a complete inversion of the uterus, and attempted to 
replace it without avail. Counsel being askt for, I was called, 
arriving about eleven a. m., ten hours after the inversion. The 
patient, a pleasant young lady, lay with that peculiar expression 
of anxiety on her face which unconsciously requested immediate 
aid. She was at once anesthetized by Dr. Julien and an attempt 
was made to a reduction of the uterus, by my grasping the pre- 
sented parts, which appeared like a large pear-shaped mass, of 
soft external surface, with a rigid, internal, or muscular surface. 
The first effort was unsuccessful as the patient ceast to breathe, 
and attempt at resuscitation was necessary. After a few moments’ 
suspension of the anesthetic, she revived and with a renewal of 
the chloroform she responded readily to its effect, and muscles 
became more relaxt, and a second effort was made, grasping the 
uterus with the second and third fingers flext at the second joint, 
the thumb and other fingers securely surrounding the uterus, the 
flext fingers acting as a special pressure; the left hand on the 


abdomen, strong pressure from below was made. This procedure 
was continued until the fifth attempt resulted in the restoration 
of the walls of the uterus to their proper position, the left horn 
was also inverted and replaced, while the right was partially in- 
verted—slight pressure readily reducing it. The patient came out 
from under the influence of the chloroform with no bad effects. 
The temperature which before reduction was 101 F. dropt to 100 
F. immediately after and never rose that high again. The pulse 
of 100 did not change for some time, but gradually lowered to 
normal. Her recovery was uninterrupted, and the patient, with 
the exception of a general weakness, has experienced no other 
inconvenience. 

The prognosis is of great import in all cases, and in giving 
encouragement the accoucheur should use great caution, as the re- 
sult ultimately may cast a shadow, instead of a halo. General 
peritoneal inflammation is the great peril. Death may follow 
immediately. Shock or sloughing of the uterus may rob one of 
his reward. One-third of all cases prove fatal very soon, or within 
one month, says Crosse. Spontaneous restoration of an inverted 
uterus, even months or years after the accident, has occurred in 
rare instances, reports Hirst. It has been noticed that the in- 
verted portion has become the seat of malignant disease. Inflam- 
mation of the bladder may often be a sequel and of great con- 
cern. Some have recovered and subsequently borne children. A 
large number recover, altho a greater number succumb to the in- 
evitable within a few years. Thru all the vicissitudes of child- 
bearing, the inversion of the uterus we must look upon as the 
most unfavorable complication. Notwithstanding its long train 
of unfavorable symptoms we may rejoice in the fact that it is 
one of the most rare of all troubles to which woman is heir. 


REPORT ON THE PROGRESS OF GYNECOLOGY.* 


BY C. H. WALLACE, A. M., M. D., ST. JOSEPH, MO. 
Professor of Emergency and Clinical Surgery in Ensworth Medical College. 


Ever since the immortal Sims demonstrated the possibilities 
to be attained by operative methods upon the pelvic organs of 
the female, there has been a gradual drifting away from the old 
“office treatment” by “topical application,” until today gynecol- 
ogy is but a part and parcel of general surgery. Teachers and 
clinicians no longer drill into the student the “office treatment” 
of female disorders, but on the contrary teach that anatomical 
lesions must be repaired, if we hope to restore (in part or in toto) 
impaired or destroyed functions. In view of these facts, I shall 
endeavor to convey, in a measure, the advance along strictly sur- 
gical lines in a few of the diseases incident to the female pelvis. 


EXTRA-UTERINE PREGNANCY. 


This is comparatively a “brand new anomaly” to medical 
science and until recently was considered a rara avis. The in- 
crease in the reported cases of this condition in the past few 
years is due not so much to an increase in the conditions which 
give rise to its existence, as to the greater alertness upon the 
part of physicians and surgeons in its recognition. 

PRE-RUPTURE DIAGNOSIS.—Those who have observed 
the alarming conditions surrounding a ruptured tubal pregnancy 
ean readily appreciate the responsibility resting on the medical 
profession, for the greatest good can be accomplisht if it is possi- 
ble to make a diagnosis before the rupture stage. Ina given case: 
Exposure, followed by a cessation of the menstrual flow, with a 
succeeding irregular stain (probably shreddy in character) with 
irregular and frequent pains upon one or the other side of the 
pelvis, irritability of the bladder and rectum, and with the usual 
constitutional sensations incident to conception, the attendant 
should be led to a suspicion of the probable existence of tubal 
gestation. An examination of such patients, showing the vagina 
and uterus presenting the appearance found in normal pregnancy, 
but with an elastic, sensitive and frequently crepitant mass at 
one side or the other of the uterus (or such a tumor in close 
proximity to, but not a part of the ovary), the diagnosis of tubal 
pregnancy should be made with reasonable certainty. 

The importance of this subject demands not so much instruc- 
tion and discussion upon the technic of operative measures in 
ectopic gestation as upon the diagnosis, which is the greater life- 
saver. Diagnosis is primary; operation secondary. 

POST-RUPTURE DIAGNOSIS.—The post-rupture diagnosis 
is not usually a difficult proposition. With the clinical history al- 
ready given, plus the condition of a severe tearing pain in the 
pelvis, accompanied or followed by fainting, pallor, rapid pulse, 


*Read before the Missouri Medical Association, May 20, 1902. 
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great apprehension of impending calamity, we have a condition 
almost pathogomonic of abdominal abortion. Upon pre-rupture 
diagnosis depends our greatest hope for the most successful man- 
agement of these cases, in that it gives an opportunity to the 
patient the advantage of both hospital environment and surgical 
skill; especially important when the medical attendant does not 
himself operate. 

The route of invasion in these cases seems to point clearly 
to abdominal section, save in what may be “sub-acute rupture” 
with formation of interligamentous or pelvic hematocele which 
may perhaps be best attackt by free vaginal incision and thoro 
washing out of the cavity. These latter cases should never be 
attempted unless due preparation of the abdomen has been made 
so that a laparotomy may be done in case of alarming hemor- 
rhage, which not uncommonly occurs. 


THE RELATION OF THE DISEASES OF THE FEMALE 
GENERATIVE ORGANS TO NERVOUS AND 
MENTAL DISEASES. 


Under this head I wish to consider operations upon diseased 
and not healthy organs, as entering as potent factors in the 
eure of nervous and mental affections in the female. That there 
is a relation of cause and effect between the various neuroses and 
diseases of the female pelvic organs was probably first clinically 
demonstrated by Emmett by the results he obtained in the re- 
pair of perineal and cervical lesions, by the operations which 
bear his name. Notwithstanding this demonstration of good re- 
sults (both by him and numerous other operators the world over, 
who guided by the light he had given, verified his teachings by 
numerous reports), it has only been within the past few years 
that neurologists would yield from their universally maintained 
dogmatic stand that pelvic lesions had no more to do with the 
production of neurotic disorders in the female than like lesions in 
other portions of the body. This has been a warmly debated 
subject in every medical gathering where the subject has gained 
reference for the past decade, with a slight victory for the gyn- 
ecologists upon every occasion, as evidenced by an occasional neu- 
rologist admitting pelvic disease as a causative agent, and by the 
rapid recruits from the general profession at large, who have 
observed the unmistakable results following operative measures 
in indicated cases. 

I dare the assertion that there is not a prominent gynecolo- 
gist or surgeon who has not had the satisfaction of demonstrat- 
ing the certainty of this relation by numerous patients who 
eame to him after having had the attention of the most learned 
neurologists, and the most perfect equipment necessary to the 
“rest cure,” and being at last restored to health by the correc- 


tion of pathological lesions in the pelvis by operative measures. 
Dr. Sherwood Dunn, in a most excellent article upon this sub- 


ject, says: “If neuresthenia is the result of a change in the 
nerve cell, due to too great exercise of its functional activity, then 
disease of the pelvic organs furnishes the most frequent seat of 
this irritation and the primal cause must be corrected if a cure 
is to be effected. The rest cure, tonic and liberal diet may improve 
the condition of the neurasthenic suffering from pelvic disorder, 
but her condition becomes as bad as ever, or worse than before, 
when she is removed from the favorable environment and is 
again subjected to the cares and labor of daily life. There is 
no time in a woman’s life, from puberty to old age, that we do 
not have presented before us an intimate physiological relation 
between her generative organs and the several nervous systems, 
and thru these to every organ and part of her body.” 

Lapthorn Smith draws the following conclusions from his 
investigation and experience of this subject: (1) “In the majority 
of the cases of nervous and mental disturbances, the cause is not 
due to organic disease, but to functional disorders of the circula- 
tion and its circulatory fluid. (2) In many cases in women the 
disorder of the brain’s circulation is caused by reflex irritation 
carried by the sympathetic from the pelvic organs (as by retro- 
version of the uterus, cirrhotic ovaries, fibroid tumors, etc.). (8) 
In other cases it is the fluid circulating in the brain which is at 
fault; in some it is poor quality because the digestive apparatus 
is interfered with by reflex irritation of the sympathetic, due to 
lacerated cervix, endometritis, etc. (4) Hundreds of cases are now 
on record of neuroses and insanities being cured by the removal 
of the cause, the greatest number of cures having followed 
ventro-fixation and shortening of the round ligaments for the 
correction of retro-displacements, while many others have followed 
the ablation of fibroids, cirrhotic ovaries, the repair of lacera- 
tions and even simple curetment. (5) Such being the case, it fs 
the duty of every family physician to examine every woman in 
his practice who develops nervous or mental disturbance, and 
if pelvic disease is discovered, eliminate it as a causative factor. 


(6) It is the duty of every medical superintendent of an insane 
hospital to have a systematic examination of every female pa- 
tient, so that unsuspected sources of irritation of the sympathetic 
situated in the pelvis may be removed.” 

Let us hope by repeated discussion of this important subject 
to establish the same intimate consultant relations between the 
neurologist and alienist and the gynecologist and surgeon that 
exists between the gynecologist and surgeon and the general 
practitioner. Let us hope to soon have connected with every 
insane hospital a gynecologist who shall lend a helping hand to 
the superintendent in eliminating these causative factors in the 
production of mental diseases. 

ACUTE PELVIC INFLAMMATION IN THE FEMALE. 

This pathological condition by reason of its frequency and 
universal presence is of especial interest alike to the surgeon and 
general profession at large. 

The acute infammations of the pelvis according to the gen- 
eral characteristic of the infecting agent may be divided into 
two classes, the specific and septic. The infection occurs more 
frequently from the gonococcus than from any other micro-or- 
ganism; indeed, but for the professional abortionist in everv 
community the septic variety would be comparatively rare. The 
prevailing treatment of today for both classes of infection is 
what may be termed the expectant, which may be summarized 
under eight heads, viz.: (1) Rest in bed; and this is the most 
important. (2) Vaginal irrigation with antiseptic solutions under 
low pressure with well assured return of flow. (8) Pain relief, 
by hypodermics of morphine, opium suppositories or injection of 
opiated solutions. (4) Limitation of inflammation by ice-bladder 
applications to the lower abdomen. (5) Wet cupping or leeching 
of the iliac fossa. (6) Quinine and acetanilid for fever. (7) Purga- 
tives, laxatives and enemata for constipation. (8) Milk diet and 
alcoholic stimulations. In many cases this line of treatment suf- 
fices to avert more serious trouble; in others it at least tides 
them over to the stage of circumscribed pus formation, where 
operative measures are reasonably safe. 

During the past year a number of gynecologists have advo- 
cated the abandonment of this expectant plan of treatment as 
unsatisfactory and incomplete, claiming too many cases, if left, 
develop a pathology that demands excision to the extent of func- 
tional destruction. In a recent paper, Wm. M. Polk, of New 
York, advocates vaginal incision and drainage in every case of 
acute pelvic inflammation and reports some 18 cases so treated 
in which the results were better as shown by a rate of recovery 
far in excess of the expectant plan. These results confirm the 
author of the paper of the wisdom of early incision as an addi- 
tion to mere expectancy. Dr. Polk advocates the routine treatment 
of early vaginal incision in all cases of pelvic infection of specific 
and septic origin. I quote the technic in his own words: “If of 
severe type, specific or septic, in addition to the measures recog- 
nized as called for by the accompanying endometritis, free in- 
cision should be made into the cul-de-sac of Douglas, one incision 
being made from the uterus to the bottom of the cul-de-sac and 
met if necessary at a transverse incision midway the initial cut. 
The tubes should be brought down if possible and their contents 
forced out thru the natural opening: the fimbrated end. If the 
general cavity of the peritoneum has not been walled off, gauze 
should be packt above them before this precedure is attempted. 
After clearing the field of operation the gauze should be with- 
drawn and a large perforated rubber drainage tube fixt in the 
vaginal opening. The tube is withdrawn in three days, then hot 
douches are used for a week or ten days with cathartics, poul- 
tices and anodynes as indicated.” When there exists something 
palpable in the pelvis, all surgeons believe in incision and evac- 
uation; however, I seriously doubt the prudence of advocating a 
measure so difficult, and of necessity accompanied by so much 
risk of extending the infection, in the hands of any but the most 
skilled and experienced; yet the claim of a procedure that will 
abort future destructive disease, from a man of such extensive 
experience and reputation, should at least receive consideration 
and trial for verification or rejection. 

UTERINE FIBROMYOMA. 

A cycle of teaching embracing treatment by drugs and by 
electricity, by ligation of the ovarian and uterine arteries, by 
ovariotomy, to needless mutilation involving the removal of the 
uterus wherever 2 myoma was present, has been passt thru; and 
evolving from this experience has come the more conservative 
operation of myomectomy in properly selected cases. 

It goes without saying that every myomatous uterus should 
not be subjected to operative measure; yet every case with 
health disturbance from pain, hemorrhage or pressure symptoms 
of sufficient severity to reduce the health of the woman should 
be treated by either myomectomy or panhysteromyomectomy. 
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Howard Kelly’s most extensive and excellent work along this 
line has demonstrated myomectomy to be the operation of elec- 
tion within the proper age limit in all single and discrete tumors 
and in many multiple and subserous tumors with well defined 
borders. The report of this authority of 97 myomectomies within 
the period of seven years, with only three recurrences, demon- 
strates to the unbiased mind that this operation within certain 
limits has a growing place. The proper management of fibroids 
of the uterus depends much upon the conditions encountered after 
the abdomen is opened; yet by a careful examination, preferably 
under anesthesia, the relation of the tumor may be mapt out with 
sufficient accuracy to ensure many patients of probable relief 
without mutilation of organs or destruction of function. 

There is no question but that the dangers from sepsis and 
hemorrhage are greater following a myomectomy than following 
hysteromyomectomy in bunglesome, indifferent hands, with a 
eareless slipshod technic, but happily operators with such defects 
seldom undertake operations of such gravity. 


UTERINE CANCER. 


Much literature in the past year, from both American and 
European authors, has dwelt upon the importance of the early 
diagnosis in this appallingly fatal malady. From our presest 
standpoint of diagnosis, fully as many cases are declined as in- 
operable as are subject to operative relief. 

In many cases operation is done at such a late period that 
primary mortality is necessarily very large from the extensive re- 
moval of the required tissue; and in those cases in which conval- 
escence is secured recurrence is early and always certain. 

Upon three factors seems to hang our only hope of a les- 
sened mortality, viz.: (1) Detection and correction of the condi- 
tion that favor the development of cancer. (2) Early diagnosis 
of its presence when once implanted. (3) Early surgical inter- 
ference and improvement in operative technic, 

As to the first: It is a demonstrated clinical fact that this 
is essentially a disease of women who have borne children. The 
nidus of the disease germinates in a wounded cervix and a dis- 
eased endometrium; hence the importance of preventive  sur- 
gery in the detection and repair of these lesions in all women 
before the menopause. This being the case, why the general inac- 
tivity on the part of the profession in the detection and elimina- 
tion of such potent factors in the production of one of the most 
fatal maladies that affect women? Is the fault with the general 
practitioner? No, the reproach is largely upon those who teach: 
in not more thoroly impressing upon the students and practition- 
ers the necessity and duty of every man who delivers women oo 
insisting upon an examination some time in the first few months 
following parturition and noting the condition of both cervix 
and uterus. While-I do not mean to be understood as advocating 
the repair of every trivial laceration of the cervix, yet I do insist 
that extensive lesion with eversion and erosion of the cervix 
and subinvolution of the uterus demands surgical attention not 
only on account of the immediate well known effect of such car- 
ditions upon the general health of the patient, but of the more 
important hazard such patients are liable to, especially toward 
middle life. 

As to the second factor: Early diagnosis, every student 
should be taught and every practitioner should know that every 
irregular flow in a woman who has previously been regular, that 
every hemorrhage of an unnatural character, in fact, every de- 
parture from what has been normal in the individual patient at 
a certain period of life, is pathological, and points suspiciously to 
the beginning, or condition that leads to a beginning, of uterine 
cancer; and, therefore, demands the closest and most critical 
study. If these patients, either from the carelessness of the 
family physician or ignorance on the part of the patient, are 
permitted to wait until the classical symptoms of pain, offensive 
discharge and failing health drive them to thé surgeon or the 
gynecologist, the opportunity for relief has gone forever, the 
Kumph-Ries-Clark operation to the contrary, notwithstanding. 

As to the third factor: Early surgical interference. The re- 
cent tendency the world over has been toward the adoption of 
abdominal methods of hysterectomy in preference to vaginal hy- 
sterectomy. After reviewing 308 cases Winter concludes that 


vaginal hysterectomy cannot be considered a radical means of- 


cure of cancer in that the indications for operation cannot be 
extended. 

It is only a question of time, in the opinion of many, that 
cancer will be demonstrated to be a microbic or infectious dis- 
ease, and the microbe isolated. At the present time operators 
recognize the dangers of infecting raw surfaces and are employ: 
ing operative measures that will, as far as possible, avert this 
danger. For this reason, clamp operations have been pretty gen- 


erally abandoned, save the electrical clamp of Skene, where the 
“cancer microbe” is destroyed and fresh avenues are closed by 
burning. 

Reports show that abdominal hysterectomy with catgut is 
the operative method most generally in use and the best results 
are obtained when there is a strict adherence to the disinfection 
of the field—thus averting reinfections ef fresh areas. 

The operative methods of Byne, of Brooklyn, have given re- 
sults far ahead of extirpation by the knife, for reasons well under- 
stood, if the suspicion of the microbic origin of cancer be true. 
He employs an electrical cautery-knife which destroys the cancer 
amebae wherever it cuts. The future will probably show a more 
general adoption of this method when the technical difficulties 
to the operation of electrical apparatus are removed. 


Our duty lies in more impressive detail on the part of in-. 


structors both in’ student and post-graduate work; and in turn 
the family physician educating his female patient that a departure 
from the normal condition in individual cases is a warning to her 
of abnormal conditions that demand examination and investiga- 


tion. 
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NOTES ON TUMORS. 


BY THOMAS MANLEY, M. D., PH. D.,. NEW YORK CITY. 
Professor of surgery in the New York School of Clinical Medicine. 


A very great aid in the treatment of tumors is an intimate 
acquaintance with (1) their natural history (2) the influences of 
heredity, (8) the effects of local and constitutional conditions, and 
(4) their pathological characters. : 


SUPERFICIAL GROWTHS. 

Very many surface growths disappear of themselves; others 
remain thruout life unchanged; some vanish after acute local 
changes involving the parts where they are lodged; others again. 
after varying periods of quiescence, undergo malignant changes 
or greater augmentation in volume. 

Professional aid is almost never sought for in this class of 
cases, unless the excrescence constitutes a blemish in exposed 
parts; unless it becomes a source of discomfort; or apprehension 
is excited by a notable increase in size. 

Treatment is constitutional or local (or both combined) in 
various types of non-malignant growths. In others the resources 
of surgery are necessarily to be invoked. The aim in view is to 
destroy the tumor by the safest and simplest means. In the 
hands of an experienced operator, with all the modern accessor- 
ies of surgery, immediate excision is the ideal treatment for those 
growths which resist constitutional measures. But there. are 
many who have an instinctive dread of any cutting procedure, 
however trivial; and the prejudice of the individual must be re- 
spected. Besides we should never overlook the possible danger 
attendant on anesthesia. 

In those cases where the patient refuses excision by the 
scalpel, we may often resort, with signal advantage, to sclero- 
genesis, or parenchymatous injections, which will either provoke 
suppuration, or, on the other hand, promote absorption. Many 
small, papillomatous, cystic or vascular growths may be easily 
destroyed by corrosive acids or the thermo-cautery. Electrolysis 
or the alternating faradic current serves an admirable purpose in 
a large group of cases. 

In operating on exposed parts, as the face or neck. it is highly 
important (especially in the female) to leave the smallest possible 
scar. When the growths are diminutive and lie near the surface, 
local anesthetics (eucaine, cocaine or chloride of ethyl spray) 
should quite completely supersede pulmonary anesthesia. 

In labial epithelioma my preference in nearly all cases is for 
the escharotics, the acid nitrate of mercury being the most satis- 
factory. It may be repeatedly applied with a glass rod. It acts 
with special energy upon the neoplastic elements and is followed 
by a scabbing over of the ulcer. This mode of treatment is more 
or less painful and may be tedious, but in my hands in cases of 
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early lip-cancer it has never failed. Excision is a much simpler 
and more prompt mode of treatment, but it always involves the 
removal of more or less healthy. tissue, leaving a deformed and 
tightly drawn lip. I am confident, that if the profession would 
more frequently avail itself of the chemical caustics and of the 
thermo-cautery in cutaneous neoplasms we would greatly narrow 
the field of “cancer quacks,’”’ and induce many to submit to treat- 
ment who would otherwise refuse any cutting operation. 

On the thorax or other parts concealed by garments, we are 
less influenced by cosmetic effects than by durable results. For 
this very reason, in parts that are covered we are seldom called 
upon to remove growths unless they are a source of suffering or 
have attained a large size. 

The first and fundamental step in the operative technic in 
the excision of tumors in covered parts, is a large incision thru 
the skin and fascia. Effective hemostasis is second; the remain- 
der of the procedure is a mere matter of detail. 

In operations on the breast we must have a care that we do 
not greatly mutilate our patient; especially we should not forget 
that this gland is an integral part of the generative system. 
Hence, we should not hasten to cleave it from the body until we 
are assured, beyond all possible doubt, that it is the seat of malig- 
nant disease; quite a large proportion of new-growths in the 
breast (at its periphery) are benign, and should be enucleated 
without sacrifice of the gland. In the observance of the new 
propaganda of “cutting early and cutting wide,” in tumor ex- 
cision, there is great danger when we essay to operate on neo- 
plasms of uncertain origin, as so very many are in their early 
stages. 

THE FEMALE ABDOMEN. 


When a woman speaks of having a “lump” over any of the 
ventral areas, we almost instinctively suspect either a hernia or a 
tumor of pelvic origin; but there are masses presenting at her 
abdominal outlets which are neither. The most important and 
interesting are those which appear at the outer aperture of the 
eanal of Nuck, those thick-walled serous cysts which are often 
treated by truss for years under the assumption that they are 
“ruptures.” They appear most frequently in those who have 
never. borne children, and are commonly found an the right side. 
They are diminutive in volume, very sensitive, and more or less 
painful at menstruation. They may appear alone or may be com- 
plicated with an epiplocele. An early recognition of these cysts 
will lead to a permanent and effective cure by a simple operation. 

VAGINAL OUTLET. 


Growths of the vaginal outlet are not numerous. Of the be- 
nign, one of the most frequent is a small, papillary, highly vas- 
cular tumor about the size of a small pea, situated in the vesti- 
bule at the margin of the meatus urinarius. This fleshy excres- 
cence, or so-called “urethral caruncle,’ may be the cause of 
great distress in urination, and the signs of its presence may 
be misinterpreted for those of vesical disease. 

Venereal condylomata sometimes sprout out in great cauli- 
flower masses from the labium majus. In a young woman of 
twenty years, I have seen one of these masses as large as the 
two fists. 

In the submucosa of the labia various cysts may occur. A 
most remarkable example of a branchial cyst came under my 
care several years ago, appearing near the fourchette, its canal 
extending far up the inner wall of the vagina. 

Primary cancer may invade any area of the vulvar outlet. 

VERGE OF THE ANUS. 


At the anal outlet and the tissues contiguous thereto, but few 
new growths occur, exclusive of hemorrhoids and condylomata, 
tho some few remarkable examples of branchial clefts appear 
there. In one of my own cases the enclosed Wolffian duct was 
large enough to admit the little finger, and extended up along the 
posterior wall of the rectum six inches, but had no communica- 
tion with the intestine. It freely secreted an opaline, glairy sub- 
stance devoid of any fecal admixture. These are known as sacro- 
coccygeal, tubular, dermoid cysts, or post-anal gut. There can 
be but little doubt that no inconsiderable number of cases of so- 
called “fistula in ano” in vigorous young subjects belong to this 
class of pathological conditions. 

THE EXTREMITIES. 
. These appendages of the trunk, the upper and lower extrem: 
ities, are but rarely the site of any kind of large benign growths. 
The most notable examples of large neoplasms encountered at 
the articulations or in the bone shafts are large gummatous nodes, 
or osteo-sarcoma in cancellous tissue of the heads of the large 
bones. Osteo-chondroma most frequently seizes on the phalanges, 


-Sometimes attaining very large dimensions and occupying more 


than one finger simultaneously. They are invested by cartilage 
and lie deeply in the same substance. 

Among the many benign formations seen on the surface 
areas of the limbs those connected with the synovial structures 
are the most numerous. These are the housemaid’s knee and the 
bursae mucosae, so commonly seen along the course of the flexor 
and extensor tendons at the wrist. The distended, inflamed bursa 
over the patella may occur in the male as well as in the “house- 
maid.” The etiology of these pouches is somewhat obscure, tho 
they rarely appear except among working people. Ganglia at the 
wrist or dorsum of the hand are seen with equal frequency in 
both sexes. They are usually freely movable and lie superficially 
in their external aspect. They sometimes provoke troublesome 
neuralgic pains in the fingers with weakness and stiffness in the 
wrist or fingers. Many of these ganglia disappear spontaneously, 


others persist for years. Some of these result from a rupture of 


the tendon sheath or spring from the carpal or wrist-joint. 


After about twenty-seven years’ experience in practice, pri- 


vate and public, I cannot recall ever having seen an example of 
primary cancer involving any of the tissues of the extremities. 
Gummatous tumors here are frequent in those suffering from 
specific disease, most commonly, however, in the lower extrem- 


ity. 


SOME REMARKS ON OBSTETRIC SURGERY.* 


BY C. A. Von RAMDOHR, M. D., NEW YORK CITY. 
Emeritus Professor of the Obstetrics in the New York Post-Graduate Medical 
School; Obstetrican to the Post-Graduate Hospital; Gynecologist 
to St. Mark’s Hospital and to the German Poliklinik. 


If in these remarks I speak somewhat ex cathedra, I trust the 
fault will be laid to the fact that the habit has grown upon me 
by long experience in lecturing to graduates in medicine. 

As to all obstetric (or as for that matter, all surgical) opera- 
tions the clear indications include their own limitations; in other 
words, an operation reaches its limitation when it fails to bring 
about the effect for which it is performed. Take the obstetric 
forceps, for example—here is the indication: Whenever the nor- 
mal head is presenting, if the membranes are ruptured, if the os 
be dilated or sufficiently dilatable, if the head be engaged in the 
pelvis, and if the condition of either mother or child demands 
artificial delivery, the forceps are indicated. If one sees that 
every one of these specifications is present before applying the 
instruments, he will never get into trouble. 1st. “The normal 
head must be presenting.” Following this rule will exclude the 
injudicious use of the forceps on the doubled breech; it will pre- 
vent their application to the after-coming head—a totally unnec- 
cessary as well as very difficult procedure; it will exclude them 
from removal of monstrosities or too premature infants. 2nd. 
“The membranes must be ruptured.” If forceps are applied be- 
fore the membranes are ruptured there may be premature loosen- 
ing of the placenta—with disastrous results. 3rd. “The os must 
be dilated or sufficiently dilatable.” Unless there be complete 
dilatation, either natural or artificial, preceding application of the 
forceps, dangerous tears are unavoidable. 4th. “The head must 
be engaged in the pelvis.” Barring funnel-shaped pelves (which 
we can practically exclude), this rule will limit the operation to 
cases in which there is no material disproportion between fetal 
head and maternal pelvis; it will exclude hydrocephalus or extra- 
ordinarily large or hard heads which would not engage; and it 
will prevent attempts to deliver a normal head thru a contracted 
pelvis—let us say below 314 true conjugate diameter, which could 
not permit a fairly large normal head to engage. Further, if this 
proviso, “the head must be engaged,” be strictly adhered to, there 
will be no deaths from too much compression for breaking of the 
cranial bones, no serious injury to the infant will result, no 
fracture of the pelvis of the mother is likely to occur, no case 
will be met where “extraction by forceps was impossible,” and 
the next operator will be able to turn and perhaps successfully 
extract a living child without mutilation. 4th. “The condition 
of either mother or child must demand artificial delivery.” One 
should never operate for his own convenience—the pulse, the 
temperature and general condition of or accidents to the mother, 
or some deviation from the normal condition of the fetal heart 
must alone demand operative interference. 

I will frankly admit that an experienced operator can occa- 
sionally with impunity overstep these limitations; but that does 
not show that because we may perhaps grasp a head which is 


not engaged (with an axis-traction forceps, for example), he is 


*Read before the Eastern Medical Society. 
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justified in prematurely trying to effect a delivery which would 
be materially easier for the doctor as well as the patient if de- 
layed a few hours. 

The operation of version is performed either to rectify a 
malposition of the fetus or as preliminary to extraction by the 
feet. Nowadays cephalic version is limited to those cases in 
which there is a good probability of the head subsequently en- 
gaging with a normal confinement to follow; this necessitates a 
normal fetus, a normal pelvis and a normal labor (aside from 
the false presentation which is corrected by the version)—but 
practically, if all these conditions are determinable, a malposi- 
tion will not be found; so it may be said that external bi-polar 
version or cephalic version by manipulation or posture can only 
be properly done in the very beginning of labor when an obliquity 
of the uterus has caused the head to deviate. How different is 
this from the practice of the time when that great master. 
Cazeaux, laid down the rule (in the first edition of his book) that 
internal cephalic version should be performed in every case when 
the head is not presenting! 

Podalic version is properly limited to conditions where there 
is a chance of a living child being delivered per vias naturales. 
This will exclude all pelves with a true conjugate estimated at leSs 
than three inches. (This “living child” limitation will exclude 
the turning and extracting of a craniotomized child—a procedure 
seldom excusable). I use the expression “estimated diameter” 
advisedly, because exact mathematical measurement can be se- 
cured only on the skeleton. If all of us would again and again 
try to estimate the pelvis. in each and every woman examined, 
what a proficiency might result! And how comparatively easy 
would it be to limit our operations to cases having an almost ab- 
solute probability of success. Cross presentations are rarely the 
cause, but rather the symptom of some other abnormal condition: 
multiple pregnancy, monstrosity, excessive or deficient liquor 
amnii, contracted pelvis, tumors of the uterus or pelvis, placenta 
previa, ete. 

Movability of the child is, of course, a prerequisite for ver- 
sion; but the limitation of immobility is so infrequent as not to 
merit consideration—even long-neglected shoulder presentation 
will yield to deep narcosis and an unlimited supply of patience. 
In a quarter century’s experience in obstetric practice (during fif- 
teen years of which I have seen abnormal cases almost exclusive- 
ly), I have never had occasion to use a decapitator; but I have 
spent more than two hours to effect a successful version, and I 
have frequently been compelled to use the “double manipulation” 
of Madame Sigmund with best results. In fact—judging from 
my own experience—I would say there is hardly a limit to the 
successful turning of a child in utero; the limit to extraction after 
version depending largely upon the individual dexterity of the 
operator. While I have mentioned a three-inch conjugate diam- 
eter, I must modify it somewhat by saying that in a given case 
the accompanying circumstances must be of the utmost impor- 
tance in determining the mode of delivery; for, while in a hospital 
or with proper surroundings, symphyseotomy or Cesarian section 
might be the elective procedure, in private work imminent danger 
to the mother, absence of assistants, want of proper hygienic con- 
ditions, etc., may justify immediate version and attempt at quick 
extraction even with so low a limit as 3 inches. But such at- 
tempt is to be avoided if possible. 

If I have been sufficiently explicit in the foregoing remarks, 
I feel sure that most experienced practitioners will join me in 
the conclusion that: 

Operation by forceps, by version, or by extraction, if prop- 
erly performed when properly indicated, ordinarily should be suc- 
cessful; and that the poper indication carries in itself its own 
limitation. 


MASTOID DISEASE AND INFECTIVE SINUS THROMBOSIS, 
WITH REPORT OF CASES. 


BY C. S. MILLER, M. D., TOLEDO, OHIO. 
Professor of Biology in the Toledo Medical College. 


Strictly speaking, “Mastoid Disease” refers to an inflamma- 
tion, suppurative or otherwise, of the mastoid antrum and cells 
contained in the mastoid process of the temporal bone. Except 
in rare cases of traumatism to the part the cause is an extension 
of inflammation from suppurative otitis media. But the term 
has become generic and covers a number of pathological condi- 
tions which are infinitely related any may all be present in any 
ease of the disease. Most prominent of these is the one men- 
tioned in the title, infective venous thrombosis. 


The word mastoid is derived from the Greek “mastos,” the 
“breast,” and was given this process of the temporal bone by 
the early anatomists on account of its nipple-like appearance.-. 
Its anatomical relations and those of the whole temporal bone 
are more complex and important than those of any other cranial 
bone, not even excepting that dread of all students, the sphenofd. 
The temporal bone contains the most delicate of all the organs 
of special sense—the ear, with the tympanic plexus, and trans- 
mits the great motor nerve of the face and branches of the sym- 
pathetic. It supports the Gasserian ganglion, from which the 
motor nerves of the lower jaw and sensory nerves of the fore 
part of the cranium and face descend. It forms part of the 
jugular foramen which transmits the jugular vein, pneumogas- 
tric, glossopharyngeal and spinal-accessory nerves. The carotid 
canal transmits the artery of that name, the chief blood supply 
of the brain. Important as these structures are, they may well 
be sacrificed in certain conditions that the life of the patient be 
spared; conditions whose baneful influences are not merely local, 
but become systematic with a selective morbid action on the spin- 
al cord, the lungs and intestines. 

The embryonic tissues from which the bone forms are of 
two kinds, viz.: fibro-cartilage for the squamosal and tympanal 
portions and cartilage for the petrosal, styloid and mastoid, 
these latter being more prone to inflammatory destruction than 
the former. The carotid canal lies from one-sixteenth to one- 
eighth inch from the inner wall of the tympanic cavity. The 
floor is narrow, a thin plate of bone separating it from the jug- 
ular fossa behind and the carotid in front. The attic opens into 
the mastoid antrum by an irregular triangular passage about 
four millimeters long and occasionally by smaller openings di- 
rectly with the mastoid cells. The Eustachian tube enters at 
the anterior extremity. This tube is covered by a triangular 
plate, the tegmen tympani, which forms the roof of the cavity. 
Frequent defects in this thin plate are filled in by membrane on 
which the dura mater rests. Fracture of this plate and its mem- 
brane admits cerebro-spinal fluid into the middle ear. This, 
then, is one of the natural and actual passages by which in- 
flammation may extend to the brain and cord, the number of 
which are seventeen in all. The pharyngeal mucous membrane 
is continuous with the tympanum thiu the Eustachian tube and 
thru the tegmen tympani with the mastoid cells and antrum 
to a dangerously close proximity with the meninges, the sig- 
moid and lateral sinuses, and with the brain itself, so that in- 
flammatory diseases of the pharynx may communicate by direct 
or open continuity of structure with the great nerve centers; 
nay more, may strike them at a point alarming in its proximity 
to that knot of life or nucleus of our earthly existence, the med- 
ulla oblongata. Hence we find the disease quickly affecting the 
function of respiration thru its center, and lung complications 
frequent from this cause as well as others to be mentioned 
later. 

“What shall we say then?’ Is not this a weak point in 
the anatomy, ranking with the cecum and its complicated valve 
and pestiferous appendix? But let the harshness of our judg- 
ment be tempered by the thought that these deficiencies of plan 
or the execution of detail in the anatomical structures are but 
feeding grounds for the physician and surgeon; and he should 
be prepared to bridge over these natural deficiencies in the con- 
servation of the life of his patient. 

Mastoid disease is regarded as a rare one by the profession. 
In 1883 an eminent British surgeon remarkt at a post-mortem, 
that cerebral abscess was one of those cases which occurs but 
once in the lifetime of the observer. Had he directed his re- 
mark to the patient it would have been much more literally 
true, or had he said that the doctor of that day made but one 
correct diagnosis (ante-mortem) of the disease in his lifetime, 
he would not have been so far from the truth. Perhaps he 
would have been much too liberal to the doctor, and this is la- 
mentably true today, as I can say in the light of painful ex- 
perience. Those who stand on the outpost of the advance of 
medical science, however, are expected to and do see and recog- 
nize the ravages of this insidious disease, and we can thankfully 
say that this is not always done now as formerly, post-mortem. 
About the same time an eminent neurologist expresst the hope- 
lessness of operation for the relief of cerebral abscess which 
we now know, if properly done early in the case, is sure to be 
followed by good results, and usually by complete recovery. But 
when a cerebro-spinal meningitis has been engrafted on the 
parent stock of the disease with its benumbing influence on the 
whole system, or an infective sinus thrombosis is allowed to 
form, the toxic effect of which is felt wberever the pus-bearing 
blood permeates, it is something like operating in the last stages 
of cancer to interfere surgically. Even then, however, the sur- 
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geon is sometimes rewarded almost beyond what he could rea- 
sonably expect. 

To go into the minutia of the pathological states covered by 
this disease is not the purpose of this paper. It must suffice to 
say that it is from the chronic and not the acute form of otor- 
rhea that mastoid disease is apt to occur. Cases in which a 
scanty inodorous discharge is found are more dangerous than 
those in which it is purulent and offensive, the reason given be- 
ing that the germs producing the latter are not so virulent or 
septic as those which produce the former. These states may 
be included in the following conditions: Cerebral abscesses, 
phlebitis and thrombosis of the lateral, petrosal and .sigmoid 
sinuses, and of the internal jugular vein, embolism of the lungs, 
liver or spleen, with general pyemia and in rare instances ulcer- 
ation of the carotid, fourteen cases only being recorded by Pollit- 
-zer. Altho this list is not an extended one, the fatality of its 
conditions will be immediately recognized and to these may be 
added carcinoma of the ear as a result of purulent inflamma- 
tion. The necessity for early recognition of these states and 
prompt surgical interference is obvious not only from their na- 
ture, but from the record of cases, two of which are given as 
being especially typical and interesting. 

CASES. 


Case I. On Christmas day I was called to a case in a fam- 
ily I had not before met. The patient was a male, aged twenty. 
He was in an extreme “typhoid state,” with subnormal tempera- 
ture (about 97 degrees Fahrenheit), weak and rapid pulse, brown, 
dry, fissured tongue, sordes on teeth, jactitation of head, emacia- 
ation and general depression of the entire system. The his- 
tory obtained was that he had not felt well for three or four 
weeks, but had been in bed but a few days, refusing treatment 
up to the day before, when a regular physician was called, who 
recognized his pyemic condition, attributing it to the influence 
of acids in a brass foundry in which he had workt some time 
previously. I made no absolute diagnosis, but gave symptomatic 
treatment, inclining to the belief that he was in the late stage 
of typhoid fever, and that he had been in bed so short a time on 
account of stubbornness.. In a few hours he had rallied some- 
what in response to stimulants, but next morning I was sum- 
moned by the message that he was dying. He was sitting up in 
bed covering his abdomen with his hands and complaining of 
intense pain in that region. I called a prominent abdominal 
surgeon in consultation, fearing a perforation by ulceration of 
the intestines. He was hurried, and did not express an opinion 
except that it was not typhoid fever—which was demonstrated 
by the inspection of a natural stool just passt. We met again 
in the P. M., when the additional history of chronic otorrhea was 
elicited, and with an apparently superficial examination, the doc- 
tor pronounced it cerebral abscess or mastoid disease. Between 
our visits one of the leading homeopaths of the city was called 
in at the instance of a neighbor, not knowing that any one was 
in attendance. It was immediately pronounced “an unmistaka- 
ble case of typhoid fever.” He was carried to the hospital on a 
stretcher, in the hope that he might survive until morning, 
when an operation for the release of the pus and cleansing of 
the abscess cavity was proposed, but he died at midnight. At 
post-mortem the upper part of the mastoid cells was found filled 
with pus, the walls of the lateral sinus were in a semi-gangrenous 
condition, with a thrombus three inches long and pus mingled 
with the contained blood. A line of septic adhesions united the 
inner wall of the sinus to the dura mater. A slight degree of 
pachymeningitis was present, but no leptomeningitis. I regarded 
the diagnosis of the doctor, in view of the conflicting opinions 
expresst, as a very brilliant one, and naturally sought him as 
a consultant in 

Case II. I was called to take charge of two cases of sup- 
posed typhoid fever during the absence from the city of the 
attending physician. The milder case, a girl of fourteen, was 
soon convalescent on anti-malarial treatment. The graver case, 
a young man of eighteen, presented an alarming appearance. 
Profound depression of the system was manifest, with consid- 
erable jactitation of the head, showing the brain involvement. 
The temperature was 103 degrees Fahrenheit, pulse 188; he had 
been abed and under the doctor’s care four days, but unable 
to work for a week. At five years of age he had scarlet fever, 
with suppurative otitis media as a sequela. No discharge had 
occurred for a long time before the attack. 

A small pustule was on the cheek of the affected side, with 
redness and swelling below the ear and about the throat. Semi- 
consciousness existed. I immediately diagnosed mastoid disease 
and called the surgeon who had rendered such valuable aid in 
the former case in consultation. Again he was hurried, but by 


the lamplight made a diagnosis of diphtheria, which was ex- 
cluded on my part by a careful examination of the throat. Next 
day the aid of an ear specialist was askt, and as the one desired 
was not available a man of long experience and scholarly at- 
tainments was brought in. He disagreed with both diagnoses, 
but agreed with us both in the unfavorable prognosis. He had 
no definite diagnosis to offer as to etiology, but recognized the 
pyemia, and advised against operation, as it would be a means 
of spreading the infection. Still adhering to my diagnosis, next 
morning I sought the aid of the ear specialist of my first choice, 
and he at once concurred with me, and, tho an operation was 
hopeless, the father requested it, and it was performed. Pus 
and necrotic bone were found, and the lateral sinus opened. 
No thrombus appeared, tho the vessel was lightly curetted in both 
directions. The rectal temperature soon went to 106 degrees, 
and he died in a few hours. A bacteriological examination of 
the blood was made, and much to the elation of the first con- 
sultant, Klebs-Loeffler bacilli were found! Further search re- 
vealed pus forming bacilli and finally one believed to be anthrax, 
but it could not be isolated, and but little credence was given 
the examination. The facts were the patient died of mastoid 
disease producing general pyemia and an early operation only 
would have saved him. 

The main points for reflection are the resemblance of the 
symptoms to those of other diseases, especially typhoid fever, 
the futility of late operation and the perverseness of really able 
consultants when they once get on the wrong track. 


INFRACECAL PAPILLOMA STIMULATING APPENDICITIS.— 
REMOVAL—RECOVERY.* 


BY W. W. HARPER, M. D., SELMA, ALA. 


Miss L., stenographer, age 28 years; family history and pre- 
vious health good; menstruation always regular and free from 
pain. Late in March, 1900, the appetite failed, and she lost con- 
siderably in weight. She consulted a physician about the first 
of May for amenorrhea and general breakdown. The physician 
thought her trouble due to overwork and close confinement, and 
advised a rest, but she continued at her work. As her health did 
not improve, she went to the country about the first of June and 
remained about two weeks without any improvement. At this 
time, she had fever every evening and several times had sharp 
darting pains in the lower part of the abdomen. Her bowels 
moved only when a laxative was taken. She returned to Selma 
about the middle of June and resumed work. The pains became 
more frequent and more severe, occurring sometimes several 
times during the day and then stopping for several days, but the 
fever continued. 

The family physician was called, and thought she had an 
attack of continued malarial fever, as the temperature ran a re- 
mittent course. There was pronounced nausea, bowels becoming 
regular after taking an efficient cathartic. After having been in 
bed about one week, she noticed a tumor in the lower part of 
the right side of the abdomen, and as her pains became worse, 
she called her physician’s attention to the tumor in the side. 
His diagnosis was “appendicitis. Aug. 1, 1901, the fever and 
pains had both disappeared. Aug. 5, 1902, the patient was up 
and about the room, but did not gain strength. She was, how- 
ever, free from fever and pain until Aug. 13. 

On my examination Aug. 14, I found her suffering most excru- 
ciating pain in the lower abdomen, which was markedly tender 
on pressure. There was an absence of muscular rigidity and 
tympanitis. The temperature was between 102 and 103; pulse 
rapid and feeble; expression pincht and anxious; emaciation ex- 
treme. Gentle palpation revealed a smooth, slightly oblong tu- 
mor, small, at McBurney’s point. The tumor was very sensi- 
tive, but allowed a limited movement toward the liver. The 
question arose as to whether we were dealing with a floating 
kidney, an appendicular abscess or a growth at the cecum. The 
tumor was too small and too round and its motion too restricted 
for a floating kidney, as all such kidneys, in my experience, have 
had a wide range of motion. Again, a floating kidney does not 
produce an elevated temperature. Her youth was rather op- 
posed to a malignant growth of the cecum, and there had been 
no symptoms of obstruction at the ileo-cecal valve, the usual seat 
for such growths. Besides, the tumor was smooth and not nod- 
ular. Taken in connection with the history of the case, the symp- 
toms were rather those of appendicitis. 

The symptoms favorable to appendicitis were severe intes- 


*Abstract of paper read before Alabama State Medical Association. 
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tinal colic referred to the right iliac region in the neighborhood 
of the cecum, and a well defined tumor, elevation of tempera- 
ture and an increast pulse rate. According to Richardson, there 
was needed only one symptom to make the diagnosis of appendi- 
citis positive, and that was muscular rigidity. This symptom 
was not present; nor did there seem to be adhesions as one would 
expect in one who had been sick so long. So there was an ele- 
ment of doubt in the diagnosis. 

The cause of the fever—in view of the conditions found at 
operation—is still a matter of speculation. 

The patient was so debilitated by her long and continued 
sickness that I hesitated advising an operation; but believing 
she would grow no stronger by waiting. I recommended abdom- 
inal section. The operation was declined. I was very candid 
with the family, and told them that without surgical interference 
the issue would be doubtful. The next morning she was better. 
and the operation was still declined. That afternoon she was 
much worse,.abdomen very tympanitic and tender. No tumor 
could be found, and I thought that at last it was surely a peri- 
typhlitic abscess, and that it had ruptured, setting up a general 
peritonitis. The knife was still refused, and I spent a very rest- 
less night, expecting any moment to be summoned to see the 
end. By morning the tympanitis had disappeared, and the tu- 
mor again “showed up.” 

The family at last agreed to allow me to operate, and she 
was removed to the Selma Infirmary, where, after twenty-four 
hours of preparation, a section was done with the assistance of 
Drs. Ritter and Rogan. There was no peritonitis nor peritoneal 
adhesions. The appendix was normal and lying rather in front 
of the cecum. As it had committed no sin worthy of decapita- 
tion, it was left in situ. Just under the appendix, and separated 
from it by the anterior wall of the cecum was the tumor. A 
transverse slit was made in the cecum and the tumor found at- 
tacht by a very short, broad pedicle to the mucous membrane 
of the cecum near the ilio-cecal valve. The tumor was removed 
and the intestinal opening closed by the Czerney-Lembert stitch, 
using fine catgut as suture material. The abdominal. wound was 
closed with thru-and-thru silkworm gut. 

The patient reacted well from the operation, and her conval- 
escence was uninterrupted. The temperature never went to 
100 degrees Fahrenheit, and there were no more abdominal 
pains. 

Microscopie examination shows the growth to have been 
simple papilloma. 


ANCHORAGE OF TENDONS IN PARTIAL FOOT 
AMPUTATIONS.* 


BY GEORGE W. CALE, JR., M. D., F. R. M. S.. SPRINGFIELD, MO. 
Chief Surgeon Frisco Railway System. 


Operators differ as to the advisability of making a Smye, a 
Pirogoff or leg amputation rather than a Chopart, and while it is 
not my purpose to discuss their several advantages, I wish to 
detail the results in a couple of modified Chopart’s that have 
come under my observation during the last fourteen months. 

CASE I.—On February 25, 1901, B. M. P., conductor, was 
brought to the hospital suffering with an evulsion of the foot at 
the medio-tarsal joint. He had stept between two box cars of 
a slowly-moving train to uncouple them, pulling the pin by hand, 
as the chain which should have held it to the lever rod was 
broken. He had taken but a few steps when his foot caught in 
a frog. He knew a fall would mean the loss of his leg, if not 
death, and holding firmly to the grab iron of the car in front of 
him he twisted and tore the foot off at “Chopart’s joint,” the 
bones and covering of the metatarsus and toes hanging to the 
sole flap. He hopt along behind the car for about 200 feet be- 
fore the train was stopt. He was taken to the hospital soon 
afterward, the accident occurring only a short distance from 
Springfield. He was particularly anxious to have no operation 
on the leg, and I promist to try to save the ankle-joint and as 
much of the foot as possible. The soft parts were torn in such 
a manner that it was difficult to cover all the desired surface with 
the sole flap without twisting it. The part corresponding to the 
underside of the small toe was stitcht over the head of the as- 
tragalus. The extensor proprius hallucis had been torn from 
its entire bony attachment, and when I took hold of its tendon 
it came away whole. In order to secure as useful an ankle- 
joint as possible I decided to suture the tendons of the tibialis 
anticus and extensor longus digitorum to the strong plantar 
fascia, (which formed part of sole flap) in order to use the ac- 


*Abstract of read before the International Association of Rail 
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tion of these muscles to oppose the posterior tibial group. The 
Achilles tendon was not divided, as is usually done, but a pos- 
terior splint was adjusted to prevent extension of the stump un- 
til the sutured tendons had become firmly united to the flap. 
If the tendons had been long enough I would have anchored them 
to the periosteum of the anterior surface of the os calcis, or to 
the long calcaneo-cuboid ligament. 

The patient made a good recovery, and to-day his ankle- 
joint is as useful as the uninjured one. He had an artificial 
foot made in Chicago, but after wearing it a short time discard- 
ed it on account of the pain and inconvenience it gave him. He 
now uses his foot with an ordinary shoe, stuffing the front part 
of the shoe with hair. He has been walking in this way for 
several months, and limps no more than he would with an arti- 
ficial foot. The Achilles tendon is not shortened, and he has 
practically as much power to flex the stump on the leg as in the 
uninjured foot. 

CASE II. 

On September 24, 1901, R. H. McA., brakeman, was brought 
to the hospital, the anterior part of his right foot having been 
crusht between a car wheel and a rail. A Chopart amputation 
was done, and the same procedure practist as in the case just 
cited, namely: Anchoring the extensor tendons of the foot to 
the fascia of the sole flap and the application of a posterior 
splint to the leg and heel. The result is equally as satisfactory 
as in the first case, the patient using his shoe by simply filling 
the front part with hair. 

When I did these operations I thought the idea of anchor- 
ing the tendons mentioned to the periosteum of the calcaneum to 
the plantar fascia of the sole flap, or to the long calcaneo-cuboid 
ligament was original with me, not having seen it mentioned in 
any publication; but shortly afterward I saw in Senn’s Practi- 
cal Surgery and in Warren & Gould’s late work that each of the 
authors had practist the method for some time 

The advantages of the plan are that a useful ankle-joint is 
secured—a point of inestimable value; besides the leg is not 
shortened as in a Syme or Pirogoff. Helferich has recommend- 
ed opening the astragalo-tibial joint after completion of the op- 
eration, removing the cartilage with a sharp spoon, and immo- 
bilizing the joint for the purpose of bringing about ankylosis, but 
we are all agreed, I think, that it is of the highest importance to 
preserve the usefulness of a joint wherever possible, especially 
such a one as the ankle. I believe in all amputations in front 
of the ankle the several tendons should be made fast either td 
periosteum, fascia or the thick sole flap in order to secure a more 
useful foot. 


SURGICAL NOTES. 


STAB WOUNDS OF THE ABDOMEN. 


Recovery after stab-wounds of the abdomen is very common 
without operation, says Dr. Jos. B. Bissell, of New York, after a 
careful investigation of the subject. He therefore believes that 
when a doctor is called to such a case he should first thoroly 


clean the wound and the skin around it, and keep it so. If any - 


deep examination of the wound is made at all it should be with 
an aseptic finger and then only to determine whether the wound 
penetrates the abdomen, and to ascertain if any injury has been 
done to the contents. If doubt exists about involvement of the 
organs it is better to bring the divided edge of the peritoneum 
into the wound, fasten it there, drain and wait. If the abdominal 
viscera have certainly escaped damage, the wound should be 
closed by suturing the peritoneum, the muscles, and the skin and 
fascia in three different layers, catgut being used; or if the 
wound be long and gaps, a catgut running suture may be used for 
the peritoneum and silkworm in one layer for the skin and mus- 
cles. If there be grave doubt and the symptoms point to damage 
in the peritoneal cavity, the wound must be enlarged and a com- 
plete exploration made carefully; or, better still, a median laparo- 
tomy may be done exactly as in an examination of tumors of the 
abdominal cavity. The contents of this cavity should be exam- 
ined, repaired, if necessary, and returned, and the opening then 
sutured as before advised; or, if the damage be too severe, the in- 
jured gut or omentum should be brought to the wound and a 
drain inserted, in order that an exit may be given for a fecal fistu- 
la, if that misfortune happen. This last technic is similar to an 
operation for appendicular abscess or suppurative appendicitis. 
If the gut is cut across, ‘it must be united in any one of the usual 
ways If the mesentery is cut off from its intestine, so much of 
the intestine as is deprived of its blood supply must be resected. 
If symptoms of internal hemorrhage are present and increasing 
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the indication is imperative to open the abdomen, find the origin 
of the bleeding and control it. 


SAW WOUNDS OF BONE. 

“Saw-mill surgery” may not as nearly approach a “specialty” 
as does “railway surgery;” but the accidents are of a peculiar 
character often and sometimes require special skill in their man- 
agement. Dr. J. J. Norwine, of Poplar Bluff, Mo., has lately had 
a remarkable case of the kind. John S., of Harvielle, Mo., was 
thrown against a “cut off’ saw in such a manner that the spine 
of the scapula was divided and the head of the humerus severed 
from the shaft. The forearm was cut from near the elbow to the 
hand, much of the skin and muscle being sawed into a conglom- 
erate mass. The doctor cleaned the wound with a solution of 
pixcresol, 1 to 1,000, then carefully cut away all fragments and 
brought muscles and skin together with catgut cutures. The en- 
tire wound was filled with mixture of camphor and carbolic acid 
(one ounce of camphor mixt with one ounce of carbolic acid, pure.) 
and dresst with sublimated gauze. 


In spite of the hlthy condition of the wound and bad surround- 
ings of a lumber camp union by first intention was secured and 
perfect use of both arm and forearm were secured in sixty days. 


APPENDICAL ABSCESS CURED WITHOUT OPERATION. 


Dr. H. C. Barnard, of Charleston, Il., reports a case of sup- 
purative typhlitis (appendicitis?) greatly benefited—if not 
saved—by the Ochsner “starvation” treatment. The abscess was 
filling and discharging by rectum every few days with much pain, 
fever and abdominal distension. Operation appeared to be the 
only recourse. She was, however, put on perfect rest of the stom- 
ach and rectal feeding for some days. Then the following treat- 
ment was carried on by Dr. Barnard: Liquid diet (soup, milk and 

“ bovinine continued for weeks, gradually adding solids as she im- 
proved: mercury bichloride 1-134th gr. and copper arsenite 1- 
1,000th gr., three times a day for one week; then tincture of 
ecchinacea 10 drops and tincture of baptisia 1 drop every three 
hours when awake and 1 gr. calcium sulphide three times a day. 
Under this treatment the patient has recovered apparently perfect 
health, 


SURGICAL TREATMENT OF TYPHOID PERFORATION. 


Perforation of the bowel in typhoid was the subject of an 
address of Dr. Geo. E. Armstrong, of Montreal, at the Chicago 
Surgical Society. He reported that during the past six years there 
have been treated in the Montreal General Hospital 932 cases of 
typhoid fever. In 383 cases perforation was recognized during 
life and the opening closed. Five of these recovered. In one 
other case the patient died five days after operation, and the path- 
ologists reported that death was due to the typhoid toxemia and 
not to the perforation. If that case be included, there were 
6 recoveries in 38 cases, or .18 per cent. As to sex, there were 21 
males and 9 females, and 3 sex not stated. Of those that recovered, 
3 were males and 3 females. The number of females in the re- 
covery list was striking. There were 21 males operated on and 
3, or 144% per cent, recovered and of 9 females, 3, or 33% per 
cent recovered. He has not found the presence or absence of 
leucocytosis of a guide to be depended upon. In one case it in- 


another case it was only 4600 eight hours after the occurrence of 
symptoms of perforation. In one case it increast from 4000 to 
10,000 in 6 hours. He then made an exploratory incision, and 
found no perforation, but an apparently acute infection of the 
mesenteric glands. The patient made a good recovery. In an- 
other case it was only 4000 at 11 hours after perforation; 2 hours 
later the perforation was closed by operation, and the patient re- 
covered. It is a symptom to be carefully observed and considered 
in association with the presence or absence of other symptoms, 
but upon which alone no great reliance can be placed. In the 
Montreal cases, the operation was performed. during the first 12 
hours in 10 cases, with 4 recoveries, 40 per cent; second 12 hours 
in 10 cases, 1 recovery, 10 per cent. Of the 20 cases operated on 
during the first 24 hours, 5 recovered, or 25 per cent; during the 
third 12 hours, in 3 cases and they all died. One case operated on 
48 hours after perforation, died; another with operation 68 hours 
after perforation, died; 1 case, 7 days after perforation, recovered; 
7 cases, time after perforation uncertain, died. Of the 6 recover- 
ies, one was operated on 2 hours after the perforation, one 13 
hours after, one 8 hours, one 10 hours, one 5 hours, and one 7 
days after. The operation in the last case was really nothing 
more than the opening of an intra-abdominal abscess. Of the 5 
acute cases, 4 were operated on during the first 12 hours. So far 
as his experience goes, it indicates early interference. 


DIAPHRAGMATIC HERNIA. 


A case of diaphragmatic hernia is reported in Philadelphia 
Medical Journal, April 26, 1902, by Dr. W. Moser, of Brooklyn, 
N. Y. It was of several years’ standing when it came under 
the doctor’s care, appearing simultaneously (according to the pa- 
tient’s story) with a double inguinal hernia. There is no history 


A Case of Diaphragmatic Hernia. 


of a previous injury to the affected region. That the rupture is a 
diaphragmatic one can be easily demonstrated by the fact that 
upon replacing the protruded mass several fingers could be easily 
passed thru a large opening in the diaphragm and a portion (apex) 
of the heart could be easily graspt with the fingers. Epigastric 
hernia are usually small, and for this reason frequently over- 
lookt. (Tillmann’s.) They may, however, be large like this one 
containing stomach, intestines, etc. But they do not communicate 
with the thoracic cavity as in this case. 


REMOVAL OF TUMORS OF THE RECTUM. 


The abdominal route is to be preferred to the perineal in the 
removal of most rectal tumors, says Dr. Robt. Abbe, in Annals 
of Surgery for August, and especially for those of malignant 
character, tho in a few instances the Kraske operation may be 
preferable. In cancer he believes an artificial inguinal anus had 
best always be made at the time of operation, instead of beins 


creast 50 per cent in the first two hours after perforation. In 


done beforehand. He also says that when the section of the rec- 
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tum is made well up to the sigmoid, the ends of the severed gut 
should be inverted by a stout silk pursestring suture for more 
perfect cleanliness and handling. The question of what should 
be done with the upper stump is one that may well appeal for 
solution. Whether to put it on a severe stretch and attempt to 
bring it into a perineal or sacral wound, or to make at once a 
lateral inguinal colostomy, is a question. The writer’s argument 
is for the latter for the following reasons: (1) In the combined 
method it settles at once all uncertainty and delay by having it 
brought out of an inguinal cut before the patient leaves the 
Trendelenburg position, thus leaving the operator free to confine 
his whole thought to most thoro enucleation of the cancerous rec- 
tum. (2) It removes the anal and discharges forever from the 
pelvis, and thus takes away one source of renewed irritation of 
any remaining cells of disease. (8) If the base of the bladder 
proves to be involved in the complete operation and a possible 
leakage occurs, the danger of mixt urinary and fecal contamina- 
tion are obviated. (4) The results of newly-establisht artificial 
ani in either perineum or iliac region are such that continence of 
flatus and feces cannot usually be hoped for, even to as great an 
extent as in an inguinal colostomy, therefore, inasmuch as a T 
bandage or napkin will usually have to be worn, the inguinal has 
no disadvantage. (5) When then the operator begins with the 
idea of turning the sigmoid colon end up into the groin perma- 
nently, he is much freer to dissect the highest part of the rectum 
and lower sigmoid with the hemorrhoidal vessels, and then clean 
out all infected lymphatics from the pelvis, ab initio. The opera- 
tion as a whole is thereby simplified and abbreviated, as well as 
made more thoro. (6) The great majority of cases, with return of 
disease, ultimately require artificial anus, and it should be anti- 
cipated in all by this operation. 


SURGICAL TREATMENT OF EXOPHTHALMIC GOITER. 


Surgical treatment of exophthalmic goiter is now regarded by 
practically all surgeons (and by many physicians) as giving the 
most satisfactory results. But it should be remembered that 
complete extirpation of the gland, says Patton (Clinical Review, 
March, 1902), is inadvisable because of the liability of the after- 
development of myxedema. Intraglandular enucleation or strum- 
ectomy, thyroidectomy, ligation of the thyroid arteries, and re- 
section of the cervical sympathetic may be practist. The latter 
operation is based on the theory that the disease is due to exci- 
tation of the vasodilators of the cervical sympathetic, and that 
accident following partial or complete removal of the gland re- 
sults from derangement of the sympathetic nerves and not from 
the absorption of thyroid secretion. The exact results of the surg- 
ical treatment of the exophthalmic form of goiter cannot at pres- 
ent be stated. Starr’s statistics of 190 goiter operations show a 
mortality of 17.36 per cent, which Jonnesco thinks does not rep- 
resent the mortality of typical cases, which would be much higher. 
These patients take anesthetics badly, and deaths on the table 
are not uncommon; the statistics of operations are therefore not 
strictly representative of the actual mortality. Death may occur 
after operation and be preceded by high temperature, rapid pulse, 
and severe nervous manifestations. 


OPERATIVE TREATMENT OF DISLOCATION OF THE CLAVICLE. 


Dr. James E. Moore, of Minneapolis, reports a case of dis- 
location of the outer end of the clavicle treated by open incision 
and wiring after the usual mechanical treatment had failed. On 
cutting down to the bone it was found that the acromio-clavicular 
ligaments had been pusht down underneath the end of the bone, 
and acted as an impediment to the reduction of the dislocation. 
The author claims that, on account of this, reduction after a 
complete dislocation and retention is impossible, save thru an 
open wound; partial dislocations may be successfully treated by 
the usual non-operative measures. On account of the superficial 
position of the bones, and the fact that this joint is a moving 
point, silver wire should not be used, or, if used, it must be 
removed after firm healing has taken place. In the case reported 
the sutures were showing thru the skin at the end of five weeks, 
and were removed. The result was perfect. He recommends that 
chromicized kangaroo tendon be the suture material, on account 
of its strength, elasticity and long life. 


STERILIZATION OF CATHETERS. 


Too many cases of cystitis (especially in the aged) depend up- 
on the carelessness of doctors in the care of catheters. Nancrede 
and Hutchins, of Ann Arbor, Mich., after much experimenta- 
tion, lay down the following rules: (1) An infected soft-rubber 
catheter cannot be completely sterilized by boiling, under four 


and one-half minutes. (2) Mechanical cleansing from all dried 
pus, coagulated blood, or mucus will render sterilization easier, 
and will demand a shorter time to be effective. (3) Elastic (Eng- 
lish web) catheters and soft-rubber catheters can be repeatedly 
boiled for five or more minutes without roughening of their sur- 
faces or diminution of their elasticity or strength. (4) Immersion 
in a 1 to 2,000 mercuric-chloride solution for five minutes does 
not “sterilize” any variety of catheter which has become infected, 
at best only inhibiting the growth of the germs; for if the mer- 
curice salt be precipitated by ammonium sulphide, the germs will 
grow freely when implanted in culture media. (5) The results 
of experiments, as stated in the previous conclusion, indicate that 
chemical sterilization should never be employed for catheters 
which are to be retained in the bladder for any length of time, 
unless subjected to a very prolonged action of the mercurial salt, 
lest the merely inhibited germs develop. (6) Should corrosive 
sublimate be employed for the sterilization of catheters, it must 
be in a concentrated solution, and the catheter must remain in 
it for a much longer time than the usual period considered amply 
sufficient in the laboratory, no mere washing with any chemical 
solution being efficient for an infected instrument. (7) Formalin 
vapor will sterilize infected instruments in twenty-four hours; 
how much shorter time will be sufficient has not as yet been de- 
termined. (8) All methods of sterilization commonly employed 
should be continued for much longer periods than the minimum 
time required for the destruction of germs in the laboratory. (9) 
English-web catheters can apparently be more readily sterilized by 
heat than can soft-rubber catheters, probably on account of their 
interior construction. : 


GAUZE PACKING OBJECTIONABLE, 


The use of iodoform gauze for packing the pelvis or limited 
parts of the abdomen has become so common that it will be hard 
to abandon it—whatever its disadvantages. That it should be dis- 
carded, especially in operations for appendicitis, is maintained 
strenuously by Dr. R. T. Morris, of New York.. He claims that 
if one would take ten strong, healthy policemen from the street 
at nine o’clock some evening and put half-a-yard of gauze into 
each of their abdominal cavities, under even the most careful 
antiseptic precautions, by nine o’clock the next evening he would 
find such a lethal condition as to be compelled to use the oft- 
heard expression: “I did not get them in time.” He maintains 
that the use of gauze was introduced as a rude method for obtain- 
ing the desired result, but is in truth open to the gravest objec- 
tions. By adding iodoform to the gauze he believes we add anoth- 
er element of distress, for the patient is thereby exposed to insid- 
ious iodoform poisoning. ‘In iodoform poisoning,” he remarks, 
“the wound looks uncommonly well, but the patient does not.” 
He dilates eloquently upon the distress which is inevitably as- 
sociated with the presence of a mass of gauze (Which is like any 
other foreign body) in the delicate peritoneal cavity, to say noth- 
ing of the misery incidental to its removal and replacement. He 
accuses the packing of causing intestinal obstruction by direct 
pressure, of setting up adhesions which are sure to be a source 
of annoyance and even danger in after-life, and, indirectly, of 
leaving a permanently weak spot in the patient’s abdominal wall 
with consequent ventral hernia. Yet, in spite of his formidable 
indictment, Dr. Morris does not feel justified in urging the in- 
stant abandonment of gauze packing, which forms too integral a 
part of present-day surgical practice, but he strongly advises 
working ever toward a point when it may be given up; which 
will be as soon as experience proves that this step can be taken 
with safety. He invites every operator to study the statistics 
of surgeons who employ gauze and those who employ it not, in or- 
der to arrive at a trustworthy conclusion as to its efficacy for the 
‘purpose for which it is used. 


ABSCESSES OF RECTUS MUSCLE. 


Bollock calls attention to the formation of abscesses in the 
rectus mucles in typhoid fever, due to infection with the typhoid 
bacilli—which always seem to have lost their virulence to a 
great extent. The abscesses usually appear during convalescence 
and are symmetrical. A degenerative process seems to occur 
constantly in the rectus muscles, probably a granular or waxy 
degeneration, which renders the tissues very fragile. During 
some effort tu cough they are liable to rupture, with consequent 
hemorrhage, and, in rare cases, to suppurate, by the action of 
the typhoid bacillus alone. Pyogenic properties are probably ac- 
quired by the bacilli only as they become attenuated. The dis- 
covery of typhoid bacilli in an abscess or empyema is therefore 
an indication not to be hasty in operating. In a case described, 
an abscess in the rectus was evacuated and pure cultures of the 
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typhoid bacillus derived. In the course of a week a symmetrical 
abscess formed which was not interfered with, and it was spon- 
taneously resorbed in the course of a month. 


THE UNRECOGNIZED CHANCRE, 


Dr. William S. Gottheil of New York calls attention to the 
frequent insignificance and fugacity of the syphilitic initial lesion, 
which leads to its non-recognition in quite a large proportion of 
cases. Ignorance of its occurrence and not voluntary falsification, 
is the cause of the frequent absence of a syphilitic history in un- 
doubtedly specific cases. The author calls attention to the fol- 
lowing points of diagnosis: (1) The presence of a tumor as the 
original lesion. In its essence, and invariably at the beginning; 
the chancre is a small round cell accumulation in the skin or sub- 
cutaneous tissue. Ulceration may occur, and usually does, or 
even phagadenism; but these are accidental, and epiphenomena 
and almost invariably the specific induration is appreciable at the 
base of the lesion. (2) The tumor is indolent, painful and recal- 
citrant to treatment. (8) A peculiar and characteristic “stony” 
induration of the nearest lymphatic glands accompanies it, dif- 


ferent from the gencral adenopathy that occurs later as a conse- | 


quence of the systemic infection. Other lesions, as gummata, 
do not show it. (4) Chancre runs its full course in a few weeks, 
whilst tuberculosis takes months, and carcinoma even years, for 
its development. (5) The well known signs of general luetic in- 
fections, osteocopic pain, cephalalgia, synovitis, general lympha- 
denitis, exanthem, etc., must be carefully and persistently searcht 
for in every suspicious case. They may be so slight as to en- 
tirely escape careless examination. 


TREATMENT OF PROCTITIS. 


Dr. S. G. Gant, Professor of Rectal Diseases in the New 
York Post-Graduate Medical School, divides the treatment of 
chronic proctitis into palliative and surgical. The palliative 
treatment consists in the removal of any irritating disease or for- 
eign body in the colon or rectum which tends to aggravate or 
prolong the inflammation. Antiseptic, stimulating and cleansing 
remedies should then be applied to reduce the inflammatory pro- 
cess. The diet should consist principally of eggs, milk, cream. 
nourishing soups, broiled steak, baked potatoes, and koumiss. 
Fruits and vegetables may be taken in limited quantities except 
when the stools are too frequent. As intestinal antiseptics the 
following may be used: 

R. Potassii permanganatis ...............0.15 
Sodii sulphocarbolat ...... 3.5 

M. Fiat capsula No. xx. Sig.: One capsule three times a day 
one hour after meals. The capsule should have an enteric coat- 
ing to render it insoluble in the acid secretions of the stomach. 
Or one may order: 

Bismuth! salicylatis: 8 
M. et div. in chart. No. xxx. Sig.: From three to twelve 
powders in twenty-four hours; or: 
R. Saloli 
Bismuthi salicyl., aa...... .... 
M. Ft. chart. No. xxx. 


10 
Sig.: One powder three times a day 
hefore meals. When laxatives are necessary the salines are of 
benefit. Strong purgatives are always contraindicated. To 
reduce inflammation and encourage the healing of ulcers the great- 
est benefit is derived from semi-weekly enemata composed of: 

M. Sig.: To be used as a local enema twice a week. If this 
should cause pain the rectum should be immediately irrigated 
with physiologic salt solution. When the ulcers are stubborn to 
treatment the mucosa may be mopt frequently with the following: 

R. Bismuthi subnit ....... 


mends for such purposes: 
R. Bismuthi subnit ........ 
Olei olivae ......... 
M. Ft. emulsio. 


Sig.: To be used as a rectal injection. 


POST-OPERATIVE PLEURISY. 
. Ina recent article Milier gives the experience at the Johns 
Hopkins Hospital with this condition from 1890 to 1901. He 
finds the best explanation is the occurrence of pulmonary embolus 
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causing hemorrhagic infarction in the lung not sufficient to cause 
death, but to produce subsequent pleurisy. He publishes eight 
cases in none of which was there postmortem proof of the condi- 
tion, but the probability was very strong, and mentions several 
others from the literature. He thinks in many cases pleurisy 
from an apparently unknown cause is due to pulmonary embo- 
lism, especially the form that comes on after operation or labor, 
with shock, pain in the chest, dyspnea, if of limited extent and 
without known cause. In these cases we should bear in mind 
the possibility of further embolism which may be fatal, and take 
precautions to prevent any extra effort on the part of the patient 
until the danger is past. 


THE CURABILITY OF SYPHILIS. 

Gottheil, of New York, speaking of the curability of syphilis 
in the symposium upon that disease in the International Medical 
Magazine, takes exception to the opinion of its practical incurabil- 
ity which is prevalent in certain quarters. Every day experience 
shows that the great majority of cases are cured in every practi- 
eal sense, the occasional late relapses and accidents to the con- 
trary, notwithstanding. He concludes: (1) Syphilis is a curable 
disease, and may even, with restrictions, be called a self-limited 
one. (2) Whilst cure in a given case cannot be affirmed with 
scientific accuracy, the chances of its being the fact after a cer- 
tain time under proper treatment are so great that it may be 
properly claimed to have been affected. (8) Practically, a pa- 
tient who has been properly treated thruout the active stages of 
the disease, and who has had no manifestations of its persistance 
for several years thereafter, may be regarded as cured, and may 
be told so. 


TUBERCULOUS GLANDS IN THE NECK. 


Commenting on an article by Dr. James F. Mitchell, which 
appears in the July number of the Johns Hopkins Hospital Bulle- 
tin, the New York Medical Journal says: While the article is more 
particularly devoted to advocating radical surgical intervention 
in the majority of cases (that is to say, removal of all the lym- 
phatic glands of those triangles of the neck that may be involved) 
it contains some valuable data regarding other points. It is a 
study of 170 cases, altho only 143 of them are considered from 
the point of view indicated in the title of the article, for the rea- 
son that in 27 of them either no real surgical treatment was em- 
ployed or the record were found to be too incomplete to be of 
service. So far as these cases go, they support the general im- 
pression to the effect that tuberculous disease of the lymphatic 
glands of the neck is much more prevalent among persons hay- 
ing negro blood than among the pure whites, but it may be gath- 
ered from the article that this fact is not so much a matter of 
race as of condition, inasmuch as the affection in whites is chiefly 
encountered among those whose hygienic surroundings are bad. 
Dr. Mitchell thinks that the infection generally starts from above, 
most commonly from the tonsil or from the socket of a tooth, 
but a tuberculous lesion does not necessarily develop at the site 
of infection. Altho the disease is not often fatal of itself, the 
author cites a statement by Blos to the effect that it frequently 
serves as the source of infection of the lungs, the conveyance be- 
ing either thru the lymphatics or by way of the blood. Dr. 
Mitchell, in agreement with Volland, admits the frequent existence 
in children of a condition of simple chronic hyperplasia of the 
cervical glands, to which, he thinks, the term scrofula, if it is to 
be used at all, should be restricted, and he adds that this hyper- 
plastic condition is most favorable to tuberculous infection. Fol- 
lowing Jordan, Dr. Mitchell classifies the cases as of four grades. 
In the first there may be directly demonstrable nothing but sim- 
ple enlargement, the bacilli being very few in number and their 
presence often to be shown only by animal inoculation. In the 
second well defined tuberculous nodules are seen on section. The 
third is characterized by caseation; a whole gland may be found 
converted into a caseous mass or entirely broken down, its cap- 
sule forming the wall of an abscess. In the fourth the capsule 
is involved, along with the circumglandular structures, with new 
formation of connective tissue binding together neighboring 
glands, muscle, skin, etc., and sometimes the production of large 
eysts filled with pus and caseous matter, with or without ulcers 
filled with pus and caseous mattef, with or without ulcers and 
fistulae. The diagnosis usually offers no difficulty, and any oc- 


casional doubt may be cleared up by the tuberculin test. Con- 
servative surgical intervention, as by the excision of individual 
glands or by their incision and treatment with iodine, iodoform, 
etc., is sometimes efficient, but the rubbing in of ointments is to 
be condemned, as it can serve only to encourage inflammation 


about the glands. 


Spontaneous healing is possible in all stages 


= 

3 
ad 
a 
et 
ul 
ld 
as 
n- 
‘h- 
id- | ae 
cS, 
1s- 
ny 
th- 
He 
ect 
rce 
all 
ble 
la 
ses 
ich | 
ken 
tics 
the 
the M. Sig.: To be applied locally. A 10 per cent solution of Be 
10id ichthyol may be substituted for the foregoing. This is not so ob- 

oa jectionable on account of smell as that which Matthews recom- ai Pe 
nce 
ring 
nent 
ae- 
dis- | 

fore | 

the 
, 


38 AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


of the disease, but operative treatment is demanded in most in- 
stances, and it should always be radical, by the removal of all 
the glands with the surrounding fat. The operation recom- 
mended, Halsted’s, is rather formidable so far as the external 
incisions are concerned; one extends from the mastoid process of 
the temporal bone to the middle of the clavicle, and the other 
runs along the whole length of the clavicle. A very difficult dis- 
section is sometimes necessary to avoid division of the spinal 
accessory nerve, and injury to other important structures. Neith- 
er the phrenic nor the pneumogastric nerve need ever be divided, 
but muscles may have to be cut, and so may the jugular vein. 
Extensive anesthetic areas are not infrequently left after the op- 
eration. In spite of these difficulties and drawbacks, and regard- 
less of the occasional occurrence of spontaneous cure, one must 
feel constrained to look upon Dr. Mitchell’s advocacy of the radi- 
cal operation as wise. 


INTESTINAL OBSTRUCTION, 


Balloch claims that the following points should always be 
in the mind of every doctor: (1) Early diagnosis is the main fac- 
tor in the saving of life in cases of bowel obstruction. (2) Acute 
intestinal obstruction is characterized by symptoms which should 
be recognized with reasonable certainty in the majority of cases. 
(8) If obstruction probably exists, cathartics should be withheld. 
(4) Chronic, slowly-increasing obstruction may at any time become 
acute. (5) Surgical advice should be sought early. (6) In true 
obstruction the only remedy is surgical intervention. (7) The 
choice of operation depends upon the condition of the patient. 
(8) Whenever possible the cause of the obstruction should be 
radically removed. (9) Beyond question, in the last stages, and 
probably in doubtful cases, the proper plan is to establish a fecal 
fistula and thus gain time to get the patient in condition for more 
radical operation. (10) General anesthesia is a distinct element 
of danger in operative cases, and when a fecal fistula is to be 
establisht, local anesthesia should be used by preference. 


SURGICAL TREATMENT OF PROSTATIC HYPERTROPHY. 


Palliative measures, according to Dr. C. H. Chetwood (New 
York Medical Journal), should not be persisted in when they fail 
after reasonable trial to produce and maintain an. abatement of 
symptoms. But, on the other hand, a first infection of the blad- 
der is not alone sufficient excuse for operation unless palliative 
measures fail to promptly subdue inflammatory conditions. Re- 
curring infection of the bladder or ascending infection of the kid- 
ney is sufficient warrant for operative interference. There is a 
growing tendency toward earlier operation than was formerly 
practist. He maintains that the greater number of cases of 
prostatic hypertrophy can be satisfactorily reacht thru a perineal 
incision. In the large majority of cases the requirements of any 
operation upon the prostate consist in the removal of the obstruct- 
ing area and depressing the bladder opening into the prostate, so 
that the bas-fond may be properly drained. In many cases the 
obstructing area of the hypertrophied gland can be satisfactorily 
reacht and effectually removed thru a perineal opening by means 
of galvanocaustic incisions. 


CONGENITAL DISLOCATION OF THE PATELLA. 


Zesas (Philadelphia Medical Journal), has collected 64 cases 
of congenital dislocation of the patella, including no doubtful cas- 
es. Three were upward dislocations, the other 61 being outward 
dislocations. Thirty-seven of the cases were in men, 20 in women, 
their ages ranging from a newborn infant up to 71 years. While 
bilateral in 31 cases, the luxation occurred on the right side 14 
times‘and on the left side 14 times. It was complete and inter- 
mittent 13 times, incomplete and intermittent 3 times, complete 
and permanent 29 times and incomplete and permanent 11 times. 
Heredity seems to have some influence in the occurrence of con- 
genital luxation of the patella. There is also usually some ab- 
normality of the joint affected, but three cases showing a normal 
external condyle of the femur. Genu valgum is always markt. 
That dislocation should occur easily, even from simple contrac- 
tion of the quadriceps, is comprehensible when one considers the 
deformity of the external condyle. This deformity is embryo- 
genic in origin. In the treatment, several different operations 
proposed by various surgeons have given successful results. Me- 
chanical supports are all useless. 


REMOVAL OF THE GASSERIAN GANGLION. 


Interesting in connection with recent rather numerous reports 
of this operation by American surgeons, is the publication 


of Von  Bergmann’s. record. Of fifteen opera- 
tions upon the Gasserian ganglion, but one _ patient, 
a woman of 73, died of meningitis four days after operation. The 
autopsy revealed a psammoma at the origin of the fifth cranial 
nerve, including the seventh and eighth cranial nerves. Facial 
neuralgia was the only symptom. This condition may explain 
some cases of recurrence of facial neuralgia after extirpation of 
the Gasserian ganglion. The great dangers of the operation are 
hemorrhage and loss of cerebrospinal fluid. The relations of the 
ganglion differ in different individuals. Twelve of the 15 pa- 
tients are now perfectly well. Keratitis occurred in 3, conjunc- 
tivitis in 2 cases. In five cases paralysis of the eye muscles fol- 
lowed operation. The final results gave 9 perfectly well pa- 
tients. Von Bergmann (and Lexer, who makes the report), be 
lieves that for severe neuralgia, uncontrolled by less radical 
means, Krause’s operation, while dangerous, is successful. A table 
of 201 cases of extirpated Gasserian ganglia has been prepared 
by W. Turk. Of these, 167, 83 per cent survived. 


CONCENTRATED LIGHT IN SKIN AFFECTIONS. 


In a preliminary communication upon the use of concentrated 
light in the treatment of dermal affections, W. S. Gottheil briefly 
reviews the work done by Finsen, Kime and others in this field, 
and describes the arc light that he employs for the purpose. This 
is at present the only available source for the actinic rays of suffi- 
cient volume and intensity for therapeutic employment. Sun- 
light is, of course, the best, and is costless; but it is too uncer- 
tain for satisfactory use. No combination of incandescent bulbs, 
run on the ordinary continuous or alternating commercial current. 
is sufficiently actinic, and the apparatuses arranged with them 
practically give heat and no light baths. The author employs 
an apparatus called the Actinolyte, made by Kliegl Bros. of New 
York, which can be adapted to either the continuous or the alter- 
nating current, uses from 25 to 55 amperes, and gives a concen- 
trated circle of light of from 20,000 to 30,000 candle power. He 
is not prepared as yet to publish his results; but the progress of 
cases of lupoid and syphilitic ulceration has been most encourag- 
ing. The cosmetic results of this non-operative and painless 
method of treatment are especially good; a point of the greatest 
importance, of course, when the face is involved. 


TECHNIC OF PROSTATECTOMY. 


At the late meeting of the American Association of Genito- 
urinry Surgeons, Dr. J. P. Bryson, Professor of Genito-urinary 
Surgery in Washington Univerity, St. Louis, spoke of the technic 
of prostatectomy. He claims that an adequate technic must in- 
clude the removal not only of the urinary but equally that of the 
cireulatory obstruction, and an operation which deals only with 
one of these is incomplete. The operation he prefers is this: The 
anesthetized patient, whose perineum and abdomen have been 
prepared as for a celiotomy, is placed in a lithotomy position, 
catheter introduced, the bladder irrigated with warm boric acid 
solution, and filled with warm salt solution to a point just below 
that which produces distention reflex. A broad grooved staff is 
introduced and a free perineal incision made in such a way as to 
open the urethra just in front of the apex of the prostate. Most 
frequently the bulb is split, in which case a vessel is clampt, or 
the oozing is stauncht by a catgut suture en masse. The knife, 
after entering the groove of the staff, is pusht backward far 
enough to incise the ring at the apex of the prostate, which is 
one of the least distensible parts of the duct. The forefinger 
follows well into the prostatic urethra, usually tearing it some- 
what, and the staff is withdrawn. The finger quickly exposes 
the prostatic urethra, and ascertains whether the vesical outlet 
can be reacht; after which the forefinger of the right hand in 
the rectum permits bimanual examination of the part of the pros- 
tate within reach. Guided by the finger, a blunt instrument is 
now passt into the urethra and made to puncture from. the 
urethral side the most prominent part of the mass. This punc- 
ture is always made in the lower posterior quadrant, and the in- 
strument is pusht well into the swelling. On its withdrawal the 
finger tears its way into the center of the mass which, even in 
fibrous prostates, is comparatively friable. The mass is now 
opened thru to its capsule, and the finger swept around its per- 
iphery without tearing the prostatic capsule or fibrous sheath 
of the gland. In the meantime the urethra is felt to tear longi- 
tudinally. After the lobe has been loosened all around there re- 
mains the attachment to the urethra, in detaching which care 
must be had not to take away too much of the sides nor any of 
the roof of the urethra, but the floor of the urethra may be dis- 
regarded if necessary. The hypertrophied lateral lobe is then re- 
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moved, to do which one has often to go up well behind and be- 
side the neck of the bladder; yet it is always possible to do this 
and keep within the capsule. If there is any difficulty in deliv- 
ering the detacht mass, which is very smooth and slippery, an 
ordinary lithotomy forceps may be employed. If it is too large 
it may be broken up with the finger, or divided with scissors. 
This process is repeated on the opposite side, after which a me- 
dian posterior segment remains to be dealt with. This can usu- 
ally be done by sweeping the finger from side to side, its dorsal 
aspect toward the capsule, pushing it backward in such a way 
as to detach it well up behind the bladder and roll it downward. 
The more the detacht mass is rolled downward by pulling upon 
its upper surface the less mucous membrane is removed. In 
some cases he has found it possible to remove the whole of the 
floor without harm; in fact, in most of these cases this has been 
necessary. Usually now the finger may be passt thru the ring 
into the bladder, which may be explored thoroly. The cavity is 
now irrigated with a hot salt solution, until the oozing ceases. 
If the finger is now introduced the floor and sides of the urethra 
will be found intact, the latter often hanging loosely against the 
outer wall or sides of the cavity from which the growths have 
been removed. A large cavity is made out between the lower 
part of which and the rectum there is felt a thin wall. Into the 
lower part of this, hinged posteriorly about the ring at the ves- 
ical neck, is an irregular flap of mucous membrane, which can be 
pusht up and back and often made to occlude the vesical outlet. 
The walls of this cavity feel rough and irregular, and often 
shreddy; nevertheless they do not seem to be a poor basis for 
“taking” of a graft, for it seems that, if properly managed, this 
tongue of mucous membrane readily becomes attacht, behaving 
subsequently like an autoplastic flap. Care must be taken not 
to double backward and push this flap into the bladder when the 
large drainage tube is introduced. 


GYNECOLOGICAL NOTES. 


RICKETS IN GIRLS. 


Dr. C. S. Bacon, Professor of Obstetrics, in the Chicago Poli- 
clinic, has an article in the April number of the Clinical Re- 
view on the subject of rickets in girls. Some cases are cited 
illustrating the nature of the pelvic deformity to which rickets 
may give rise, and the resulting difficulty in labor; and the di- 
agnosis and treatment of rickets are dealt with. Especially in- 
teresting, however, is the author’s statement that rachitic con- 
traction of the pelvis occurs in from 3 to 7 per cent of all wo- 
men; measurements taken in the city maternities indicate that 
minor degrees of pelvic contraction are more common in this 
country than is generally supposed. 


MEDICAL GYNECOLOGY. 


At this year’s meeting of the American Gynecological Society 
Dr. E. W. Jenks, of Detroit, read a paper on the medical side of 
gynecology in which he disputed the statement which has been 
made that there is no such thing as medical gynecology. _Inci- 
dently he remarkt that the mortality of all operations in the pelvis 
as shown by the statistics of large hospitals, is 3.8 per cent in the 
hands of gynecologists and 6 per cent in the hands of the general 
surgeon. He laid especial stress upon the fact that some of the 
symptoms of gynecological diseases are simulated by general 
diseases, such as chronic malarial infection, myalgia and coccyo- 
dynia. A wide knowledge of constitutional disorders is import- 
ant for a good gynecologist. 


CANCER OF THE BREAST. 


In a late article on this subject, Dr. Alfred Roulet, Consult- 
ing Surgeon to the Woman’s Hospital, St. Louis, Mo., says that 
in making a diagnosis attention should be paid:to age, traumatism, 
eczema of the nipple, heredity and possible cancer infection. The 
first symptom usually noticed by the patient is a hard indurated 
nodule in the breast, usually in the upper outer quadrant or im- 
mediately below the nipple. This is generally discovered by acci- 
dent, there having been developt no previous symptoms, tho occa- 
sionally it is preceded by sharp stabbing poin. It is never dis- 
tinctly movable as are the benign growths, nor can its outline 
be clearly distinguisht. As it increases in size the overlying 
skin becomes reddened and infiltrated and breaks down, forming 
an ulcer progressively increasing and incurable. The disease not 
only involves the skin, but extends backward into the connective 
tissue with the fascia and muscles, and may even penetrate the 


chest wall. The axillary glands become enlarged and it offen 
involves the supraclavicular region of the affected side, indicating 
that the axillary infection is extended beneath the clavicle. In 
advanced cases positive diagnosis is comparatively easy, but in 
the early stages it may be difficult, and he insists on the import- 
ance of noting the rapid growth of the tumor, careful examina- 
tion of the lymphatics, etc. Sarcoma closely resembles soft 
medullary cancer, but occurs at a different age and is more rapid 
in growth and may remain comparatively movable. The tumor 
is smooth, lymphatics are rarely affected, the nipple is not re- 
tracted, and it reaches a much greater size before ulceration than 
is usual with carcinoma. Chronic suppurative mastitis, retro- 
mammary abscess and sarcoma may give great difficulty in their 
differential diagnosis. Adenoma is of slow growth; mobility and 
lymphatics are not affected. It occurs more frequently in the 
young and has no effect on the general health. 


ALEXANDER OPERATION FOR RETROVERSION. 


Dr. Clement Cleveland, of New York, read a paper at this 
year’s meeting of the American Gynecological Association, on 
the Alexander operation, in which he remarkt that the movable 
organ, and any fixt change in position constitutes a malposition. 
If the uterus is fixt, the Alexander operation is not the best opera- 
tion to perform. When procidentia exists, shortening of the 
round ligament is not indicated. A very heavy uterus or one 
with a fibroid tumor contraindicates the operation. In other 
cases of anterior or posterior displacement, the Alexander opera- 
tion is useful. Internal shortening of the round and broad liga- 
ments is a useful operation in those cases in which the Alexander 
operation is not of service. Most modifications of the Alexander 
operation are not radical changes. He says the uterus must 
be curetted before the operation and then held forward by a tam- 
pon or pessary. The external ring is then opened and the geni- 
tocrural nerve lookt for on the outer side of the ring. The liga- 
ment is then found, drawn out and sutured, after which the ring 
is closed. The patient should be kept in bed two weeks. 


CYSTOCELE. 


Reynolds (Journal of American Medical Association) finds 
that there are two anatomic points which underly success in 
operations for cystocele, and calls attention to these points: (1) To 
attain success we should ascertain and utilize the natural sup- 
ports of the anterior wall instead of simply denuding and gather- 
ing together the overstretcht portions. (2) We should not only 
avoid using any part of the overstretcht portion of the wall, but 
should actually excise and do away with it. Both of these desid- 
erata should be obtained without having an unnecessarily exten- 
sive or severe operation. The operation itself cannot well be ex- 
plained without reference to diagrams; but it may be said to con- 
sist in excising the weakened tissue and suturing out in a sort of 
V-shape the anterior wall, shoving the cervix a little further back, 
and drawing it as a whole upward and forward behind the pubis 
in a way which offers a firm support for the base of the bladder. 
Six operations have been performed in this way, and in only one 
was the result unsatisfactory on account of suppuration and loss 
of union due to hurried operation. 


A SUCCESSFUL CESARIAN SECTION. 


Another successful Cesarian section is recorded in St. Louis 
Medical Review, Aug. 9, 1902, the operator being Dr. C. M. Nich- 
olson, of St. Louis. The woman was 28 years old, began menstru- 
ating in her sixteenth year (was of the 28-day type, and lasted 
five days), the quantity of the flow, small. Her condition during 
pregnancy had been good, no complications arising. On the 
morning of October 26th, 1901, Drs. Talbott and Fry were called 
after she had been in labor several hours under the care of a 
midwife. They made a diagnosis of contracted pelvis and had 
the patient removed to the Rebekah Hospital, where Dr. Nichol- 
son saw her an hour later. Examination showed the presenta- 
tion to be vertex, the position R. O. A., membranes ruptured. 
The fetal heart sounds were very good; urine showed no albumen, 
pus or blood; patient complained of great pain; her pulse was 120. 
Pelvimetry showed the distance between the spines to be 24 
centimetres; between the crests, 244% centimetres; the true con- 
jugate, 6% (254 inches) centimetres. Cesarian section was de- 
cided upon. As soon as the abdomen could be prepared, patient 
was anesthetized, chloroform being used. An incision 8 inches in 
length, extending from above the pubes to half-way between the 


umbilicus and ensiform cartilage, was made, the abdomen was 
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opened, the uterus lifted out of the abdominal cavity, and sur- 
rounded by sterilized towels wrung out of hot normal salt solu- 
tion. The peritoneal cavity was protected by large gauze sponges. 
An elastic tube was passt around the neck of the uterus, ready 
to be tightened should it become necessary. An incision was 
made in the anterior wall of the uterus on a line with the ab- 
dominal opening and about the same length. This came upon 
the placenta, which was cut thru. Twenty seconds later a well 
developt living child had been removed, and in another twenty 
seconds the placenta and membranes were removed. The uterus 
contracted promptly; the uterine incision was brought together 
with seven buried silk sutures, and the uterine peritoneum was 
joined with a continuous suture of fine catgut. The uterus was 
replaced and the omentum drawn down. The towels prevented 
the escape of a drop of amniotic fluid or blood into the abdominal 
cavity during the operation. The peritoneum, muscular layer 
and skin were closed; the patient having lost not more than eight 
ounces of blood altogether. The patient was put to bed, a hypo- 
dermic of strychnine was given, and she rallied promptly. Re- 
covery was rapid and uneventful, patient leaving the hospital 
November 18th, three weeks after operation, the abdominal 
wound being entirely well. 


WANDERING SPLEEN IN THE FEMALE PELVIS. 


American Journal of Obstetrics, March, 1902, contains a re- 
port by Peterson of an operation on an extremely corpulent mar- 
ried woman, aged 39, who weighed nearly 300 pounds. When 19 
years old she had a fall and suffered from abdominal pain ever 
since, often in severe attacks, which never bore any relation to 
the menstrual period. A mass was felt reaching from between 
the umbilicus to the pubes down into the pelvis, where it lay more 
to the right than the left; the uterus was retroverted. After the 
euret had been applied to the uterine cavity, when the mass 
could be felt clearly in the pelvis, an incision was made from 
the umbilicus to the pubes. A tumor was found lying in the 
pelvie inlet, its lower end adherent to the vesico-parietal peri- 
toneum, and its lower surface resting on the retroverted uterus. 
The pedicle was the splenic omentum, so elongated as to save the 
vessels from torsion. It was secured by a catgut chain suture 
and dropt. A rubber drain was inserted the whole length of the 
incision after the fascia had been united by a catgut suture. The 
enormously fat subcutaneous tissue was brought together by in- 
terrupted silkworm-gut sutures. When the pedicle was being tied 
the pulse rose to 160, and then gradually fell to 95. The spleen 
weighed about 1 pound; it was nearly 8 inches long and 8 inches 
wide. It showed chronic congestion, with slight edema and de- 
generation of some of its follicles. There was suppuration along 
the drainage track in the abdominal incision following operation, 
but otherwise convalescence was satisfactory. 


HYDRASTIS FOR DYSMENORRHEA, 


New England Medical Monthly contains this prescription for 
painful menstruation: 
Tinct. hydrastis. 
Tinct. viburni prunifolii, aa, 30. 
Misce. Sig.: Ten drops every two hours, with water. 


RUPTURE OF THE UTERUS. 


The worst complication of labor, says J. A. Amann, Jr. (Amer- 
ican Medicine), is uterine rupture, and apparently the best re- 
sults in the treatment of this dangerous condition have been 
reacht in the clinic at Munich. The typical site of uterine rup- 
ture is in the lower uterine segment. Amann reports two cases, 
and quotes the experience of many others, all showing a large 
mortality. In a series of seven cases treated by primary celiotomy 
and total extirpation there were two deaths, while in another 
series of seven cases of secondary abdominal extirpation after 
vaginal extraction of the child there were five deaths, showing 
that the former is the most favorable to recovery, as in the latter 
series death in several cases was due to anemia or to infection 
resulting from the repeated attempts at delivery. Amann finally 
concludes that in acute and threatening hemorrhage requiring 
treatment on the spot, if external conditions are unfavorable, 
there should be delivery per vias naturales, tamponing of the 
rupture, compressive bandages and drainage tubes, and eventual- 
ly Porro’s operation; but in favorable external conditions, as in a 
hospital, primary abdominal celiotomy, extraction of the child, 
and either suturing of the uterus or total extirpation are advisa- 
ble. When the rupture is either anterior or posterior, delivery 


may be per vias naturales with vaginal extirpation. If the hemor- 
rhage is moderate, or none, when possible there should be early 
removal to hospital, normal delivery and drainage. In case of 
subsequent hemorrhage and lateral rupture, abdominal total ex- 
tirpation must be resorted to; if only anterior or posterior rup- 
ture, then vaginal extirpation. If, however, transportation to hos- 
pital is impossible, hemorrhage subsequent to delivery may de 
treated with compressive bandages. Suturing of the uterine 
rupture comes into consideration only in simple uninfected 
wounds. Supravaginal amputation with intraperitoneal treat- 
ment of the stump is not to be recommended, because it requires 
the same favorable condition and as many assistants as total 
extirpation, and with the same skill the latter can be executed 
more quickly than the former. The sooner the operation can be 
made after the rupture, the more favorable the prognosis. The 
best chances for nonoperative treatment go with incomplete rup- 
ture without much hemorrhage. 


FOR PRURITUS VULVAE, 


For itching of the vulva, Medical Fortnightly advises: 
Hydrarg. bichlor., 2. 
Aquae, 450. 
Aq. rosae, 40. 
Alcohol, 10. 
This is to be applied pure, morning and evening. At first it 
causes sharp smarting, necessitating the application of fresh 
water. It is, however, soon tolerated. 


A NEW OPERATION FOR LACERATED PERINEUM. 


Dr. Geo. H. Noble, of Atlanta, Ga., in Journal of American 
Medical Association, Aug. 9, 1902, describes a new operation for 
complete rupture of the perineum, designed to eliminate the 
danger of infection from rectum. The steps are as follows: st. 
Splitting the recto-vaginal septum; 2nd, dissecting the lower end 
of the rectum from the vagina and drawing its anterior wall 
down thru and external to the anus. (In this way it converts a 
complete tear of the perineum into an incomplete laceration.) The 
line of incision starts on the external side of the sphincter mus- 
cle. It follows the edge of the sheath of the muscle passing be- 
tween it and the rectal mucosa, making the flap at this point as 
thick as possible; it then turns upward and forward to the cellu- 
lar interspace of the recto-vaginal septum and follows along the 
edge of the septum, splitting it in the center, and returns on the 
opposite side to a place corresponding to the starting point. This 
makes an incision similar to the ordinary ‘“flap-splitting opera- 
tion,” except at its extremities. The incision is best made with 
a pair of sharppointed scissors. After cutting thru the cicatricial 
structures to the healthy tissue beneath, two pair of light com- 
pression forceps are placed on the rectal margin some distance 
on either side of the center, embracing in their grasp‘the entire 
thickness of the rectum. The index finger of the left hand should 
be protected with a long finger-cot or rubber glove and passt into 
the rectum beyond the angle of the laceration as a guide to pre- 
vent perforation of the rectal flap. The forceps are held with the 
remaining fingers of the left hand and, as slight traction is made 
upon them, ridges or bands of tissue will form across the line of 
incision. Dissection is continued by cutting these bands as they 
appear. In this way unnecessary cutting and bleeding will be 
avoided. The point of the scissors should be turned slightly in 
the direction of the vagina, that is, away from the rectum. Dr. 
Noble says it is surprising what little cutting will permit extensive 
sliding of the rectum downward without dragging upon the va- 
gina. The forceps should be left hanging to the flap to hold it 
in position external to the sphincter muscle. After reaching this 
stage of the operation there is no longer any necessity for the 
finger in the rectum. It should be withdrawn, the glove removed 
and the hands resterilized. The sides of the perineum are next 
denuded and the excess of the vaginal flap cut away. Two kan- 
garoo (or catgut) sutures are inserted behind one end of the 
sphincter muscle deeply into perineum, embracing a large amount 
of tissue; then passt across to the opposite side taking stitches in 
the thickest part of the rectal flap about its middle portion, care- 
fully avoiding penetration of the rectal mucosa, and returned to 
the other end of the sphincter ani. In exceptional cases the 
sphincter muscle may be very much shortened or retracted and 
its ends require approximation by buried sutures to secure the 
best immediate results. When the rectal sutures are tied the 
wound is converted into the condition of a simple perineorrhaphy 
and is then closed by the same method employed for incomplete 
tears. Noble prefers closing in layers, bringing together the mu- 
cous membrane, muscles, fascia and skin in their respective order. 
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